























Psychiatric	 nurses	 are	 considered	 the	most	 vulnerable	healthcare	workers	 in	 terms	of	
encountering	violence,	and	this	trend	is	rising.	Violence	in	the	workplace	poses	a	threat	
to	the	physical,	emotional	and	psychological	wellbeing	of	nursing	staff,	and	in	particular	












demographic	 questionnaire.	 Data	 were	 analysed	 using	 thematic	 analysis,	 with	 four	
themes	emerging;	1)	The	Occurrence	of	Violence;	2)	The	Determination	of	Violence;	3)	
The	 Impact	of	Violence;	and	4)	The	Elimination	of	Violence.	 In	conclusion,	participants	
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A	 number	 of	 authors	 have	 examined	 the	 physical	 and	 psychological	 consequences	 of	
workplace	 violence	on	nursing	 staff	 (Mary	 et	 al.,	 2005;	Al-Shiyab	 and	Ababneh,	 2018;	
Najafi	et	al.,	2018).	Nurses	who	have	been	exposed	to	violence	can	exhibit	signs	of	post-
traumatic	stress,	such	as	anomie,	emotional	fragility,	lack	of	concentration,	absenteeism	

















The	 United	 States	 (US)	 Department	 of	 Labour’s	 Occupational	 Safety	 and	 Health	






suggests	 that	 “workplace	 violence	 ranges	 from	 offensive	 or	 threatening	 language	 to	
homicide.	 It	 is	 defined	 as	 violent	 actions	 (including	 physical	 assaults	 and	 threats	 of	
assaults)	directed	toward	persons	at	work	or	on	duty”	(NIOSH,	2020).	The	World	Health	
Organisation	(WHO)	offers	a	more	detailed	definition:	
"Incidents	where	staff	are	abused,	 threatened	or	assaulted	 in	circumstances	 related	to	








and	 beating	 to	 rape,	 homicide,	 and	 the	 use	 of	 weapons	 such	 as	 firearms,	 bombs,	 or	
knives.”	 Further	 definitions	 used	 include	 the	 Webster	 (2020)	 definition	 as	 “a	 violent	
physical	…	attack,”	or	“a	threat	or	attempt	to	inflict	offensive	physical	contact	or	bodily	
harm	on	a	person	(as	by	 lifting	a	 fist	 in	a	threatening	manner)	 that	puts	the	person	 in	
immediate	danger	of	or	in	apprehension	of	such	harm	or	contact.”	Web	page	
Physical	harassment,	mugging	and	homicide	are	other	forms	of	physical	violence	and	are	
defined	 separately.	 Webster	 (2020)	 defines	 physical	 harassment	 as	 “to	 create	 an	




Verbal	abuse	 is	defined	by	Rippon	 (2000)	as	 the	act	of	 swearing,	 intimidation,	 yelling,	
demeaning	 behaviour	 and	 the	 use	 of	 words	 to	 scold	 in	 public	 or	 to	 badger	 sexually.	










demonstrate	 aggression,	 while	 Rippon	 (2000)	 equates	 violence	 with	 aggression,	
indicating	that	violence	defines	acts	that	are	of	greater	power,	atrocity	and	shame.		
























victim,	 rather	 than	 a	 comprehensive	 understanding	 of	why	 they	 happened	or	 how	 to	
resolve	 the	 issue	 (Anderson	 et	 al.,	 2010;	 Hutchinson	 et	 al.,	 2013).	 To	 address	 this	
situation,	 Anderson	 et	 al.	 (2010,	 p.2529)	 state:	 “the	 way	 ahead	 lies	 in	 investigating	
interventions	rather	than	repeatedly	redefining	the	problem	and	misdirecting	resources	







attention	 on	 interpersonal	 relations	 within	 nursing	 (Peplau,	 1992;	 Peplau,	 1994).			
Peplau's	 Theory	 of	 Interpersonal	 Relationships	 has	 been	 described	 as	 a	 revolutionary	
within	the	field	of	nursing,	focusing	on	the	reciprocity	of	interpersonal	relationships	that	
exist	between	nurses	and	patients	 (Hariyono,	2016).	Whilst	 this	theory	was	developed	
almost	70	years	ago	 it	 is	 still	 applicable	 to	 contemporary	nursing	practice.	 The	 theory	
provides	 a	 conceptual	 framework	 upon	which	 the	 challenges	 associated	with	 nursing	
practice,	 and	 particularly	 communication	 and	 relationship	 issues,	 can	 be	 understood	
(Peplau	et	al.,	2015).	












capable	 of	 enabling	 personal	 development	 and	 avoid	 situations	where	 patient	 choice	
become	limited	to	those	preferred	by	the	nurses.		












their	 improve	 self-reliance	 skills	 (Peplau,	 1997;	 Jones,	 2014).	 How	 a	 nurse	 addresses	




Whatever	 approach	 is	 chosen,	 it	 is	 essential	 that	 the	 nurse	 works	 to	 establish	 an	





In	 so	 doing	 the	 patient	might	 be	 helped	 to	 better	 understand	 (and	 differentiate)	 the		




and	self	 in	 relation	 to	others	 in	order	 to	best	help	others	 in	 their	 therapeutic	practice	





heightened	 awareness	 of	what	might	 be	 required	 in	 becoming	more	 self-reliant	 (Erci,	
2011;	de	Brito	et	al.,	2017).	This	profound	understanding	of	oneself	 is	 fundamental	 in	
being	able	to	get	to	know	and	help	the	other	person	(Snyder,	2014).	However,	it	is	also	








safety	 issues	 or	 psychological	 dysfunction	 caused	 by	 previous	 trauma),	 then	 their	
interactions	with	 patients	 become	more	 routinised,	 and	 lacking	 in	 therapeutic	 impact	
(Pinho	et	al.,	2017).		
The	relevance	of	the	selected	theory	lies	in	the	fact	that	it	results	in	a	major	shift	in	how	


















study	were	 in	 keeping	with	 an	 earlier	 study	by	 Findorff	 et	 al.	 (2005),	who	 found	 that	
healthcare	 workers	 were	 frequently	 exposed	 to	 violence,	 with	 over	 50%	 of	 those	
questioned	 stating	 they	 had	 personally	 suffered	 from	 violence	 at	 work.	Mayhew	 and	
Chappell	(2001)	estimate	that	only	20%	of	violent	events	among	nurses	are	ever	reported,	
and/or	documented.	If	violence	results	in	an	injury	to	staff	members	or	patients,	it	is	likely	


















it	 would	 result	 in	 no	 personal	 or	 organisational	 change,	 are	 other	 reasons	 given	 for	
limiting	the	reporting	of	violence.	Other	causes	presented	 in	the	 literature	 include	the	
disgrace	 of	 being	 a	 victim	 and	 the	 humiliation	 that	 comes	 with	 it,	 as	 well	 as	 shame,	
marginalisation	 and	 worry	 about	 being	 belittled	 and	 criticised	 (Jackson	 et	 al,	 2002).	
Anxiety	about	losing	their	job	(Poster,	1996);	fear	of	being	blamed	for	having	precipitated	
the	assault	or	being	accused	of	negligence	(Jackson	et	al,	2002),	a	sense	of	culpability,	and	








separate	 categories:	 physical	 violence;	 sexual	 violence;	 and	 psychological	 violence.	
Another	approach	to	workplace	violence	is	to	categorise	it	according	to	the	perpetrator	
(Mayhew	 &	 Chappell,	 2007),	 with	 Forrest	 et	 al.	 (2011)	 suggesting	 the	 following	














consequences	 of	 assault	 need	 to	 be	 considered	 (Yang	 et	 al.,	 2012).	 A	 number	 of	
researchers	(Richter	and	Berger,	2006;	Mayhew	and	Chappell,	2007;	Yang	et	al.,	2012)	
have	examined	whether	nurses	suffer	from	post-traumatic	stress	disorder	(PTSD)	after	
being	 assaulted.	 Yang	 et	 al.	 (2012)	 discovered	 that	 17%	 met	 the	 criteria	 for	 PTSD	
immediately	after	the	assault	and,	six	months	later,	10%	were	still	exhibiting	symptoms	
of	 PTSD.	 Needham	 (2006)	 suggests	 that	 78%	 of	 nurses	 in	 general	 who	 had	 suffered	









emotional	 backlash	 from	 a	 violent	 incident	 could	 result	 in	 low	 morale,	 a	 drop-in	
productivity	and	a	rise	in	negligence	when	carrying	out	duties.	Gates	et	al.	(2011)	suggest	
that	both	performance	and	work-related	tasks	could	be	compromised.	Laschinger	(2014)	
argues	 that	nurses	who	have	suffered	workplace	violence	may	not	be	able	 to	care	 for	
patients	in	the	same	way	as	before	the	violent	episode	occurred.	Once	newly	qualified	
nurses	have	been	exposed	to	violence,	further	episodes	occurring	will	be	anticipated,	and	
fearfulness	 and	 a	 desire	 to	 leave	 the	 organisation	 or	 setting	 which	 has	 caused	 them	





patient	care	 (Arnetz	and	Arnetz,	2001).	 	Hogh	and	Mikkelsen	 (2005)	 find	 that	hospital	
employees	who	have	been	exposed	to	workplace	violence	tend	to	have	a	weaker	sense	
of	belonging	to	an	organisation	than	those	who	have	not,	reporting	that	their	responses	
are	 frequently	 driven	 by	 stress.	 Violence	 in	 the	workplace	 leads	 to	 a	 reduction	 in	 job	










Workplace	 violence	 affects	 both	 the	 individual	 and	 the	 organisation.	 Peek-Asa	 et	 al.	
(2011,	p.	166)	cite	a	series	of	problems	which	combine	to	make	nurses	feel	unsafe	due	to	
violence.	 These	 include:	 “lack	 of	 support	 and	 poor	 staffing	 levels	 which	 leave	 them	
exposed;	 indifference	 to	 issues	of	 safety	and	concerns	which	 the	 staff	have	 raised	and	
flagged	up;	inadequate	training;	no	peer	support	or	administrative	help	as	this	may	affect	
the	organisation’s	reputation	especially	in	private	hospitals	as	people	could	justify	violence	
in	 the	 work-place	 as	 a	 bad	management.”	 Taken	 together,	 these	 factors	 can	 lead	 to	
nursing	dissatisfaction	(Jaradat	et	al.,	2016).		
Hospitals	 are	 affected	 as	 a	 result	 of	workplace	 violence,	 since	 absenteeism	 rates	 rise,	
dissatisfaction	grows,	productivity	 reduces,	and	staff	 levels	drop	as	 turnover	 increases	
(Walrath	et	al.,	2010).	Waters	et	al.	(2005)	found	that	the	cost	of	violence	and	stress	in	
the	workplace	can	amount	to	1.0-3.5%	of	the	gross	domestic	product	(GDP)	in	numerous	




costs	 and	 productivity	 (Hatch-Maillette	 and	 Scalora,	 2002).	 In	 2008,	 Colonel	 Murray,	
President	of	the	American	Federal	Nurses	Association,	estimated	that	workplace	violence	
costs	$4.3	million	every	year,	or	 in	 the	 region	of	$250,000	 for	every	 incident,	a	 figure	
which	does	not	take	account	of	the	expenses	incurred	by	the	victim	and	his	or	her	family.	
Other	less	visible	costs	also	need	to	be	considered,	from	legal	liability	costs,	to	those	of	
having	 to	 recruit	 and	hire	 replacement	 staff	when	 turnover	 is	 high	 and	unsustainable	
(Hatch-Maillette	 and	 Scalora,	 2002).	 Nursing	 has	 problems	 with	 recruitment	 and	
retention,	especially	with	regard	to	qualified	staff,	impacting	negatively	on	organisational	
budgets	(Jones	and	Gates,	2007).	This	situation	is	further	complicated	by	violence	in	the	



















issues	did	not	differ	 from	a	control	group	of	non-substance	abusing	adults	 in	 terms	of	
violent	behaviour.	In	addition,	the	researchers	confirm	that	the	findings	of	many	studies	
indicate	 that	 a	 substance	 abuse	 disorder	 doubles	 the	 risk	 of	 violence	 in	 patients,	
something	which	has	already	been	documented	in	acute	inpatient	psychiatry	units	(Boles	
and	Miotto,	2003).	Two	studies,	those	of	Mullen	(1997)	and	Rueve	and	Welton	(2008),	
focus	 on	 the	 connections	 between	 patients	 suffering	 from	 mental	 health	 issues	 and	
violent	behaviour,	and	consider	a	number	of	explanations	on	the	subject.	They	find	that	
the	 likelihood	of	violence	 rises	when	symptoms	of	mental	 illness	 intervene,	drawing	a	
number	of	conclusions	from	this.	Firstly,	they	report	that	the	only	difference	between	the	
psychiatric	patients	and	a	non-psychiatric	sample	within	the	community	was	the	presence	
of	psychotic	 symptoms;	 if	 a	person	had	psychotic	 symptoms	and	 they	were	not	being	
controlled	 by	medication,	 there	was	 an	 increased	 risk	 of	 violence,	while	 those	whose	
condition	was	stable	and	had	been	controlled	by	medication	was	no	different	from	the	
community	sample.	They	also	acknowledge	that	there	was	a	slightly	greater	risk	of	current	










a	 history	 of	 either	 violence	 or	 criminality	 is	 the	 strongest	 predictor	 of	 violence	 and	
criminality,	 and	 this	 is	 irrespective	 of	 the	 diagnostic	 group,	 substance	 abuse	 or	
schizophrenia.	 Individuals	 who	 are	 suffering	 from	 schizophrenia	 react	 differently	
according	to	whether	or	not	they	are	having	psychotic	symptoms.	Moreover,	those	whose	
schizophrenia	is	being	treated	with	neuroleptics	are	less	likely	to	commit	violent	acts	than	
people	 who	 are	 experiencing	 psychotic	 symptoms	 and	 not	 receiving	 any	 treatment	





clear	 definitions	 has	 made	 it	 difficult	 to	 tackle	 the	 problems	 of	 workplace	 violence,	












Crawford,	2014).	Some	state	 that	 there	 is	no	consensus	on	 this	 topic	 (Bo	 et	al.,	2011;	
Nielssen	et	al.,	2012),	while	others	(Markowitz,	2011;	Swanson	et	al.,	2015)	are	positioned	
somewhere	 in	 the	 middle	 of	 this	 debate,	 since	 they	 argue	 that	 there	 is	 a	 slight	 link	
between	violence	and	mental	illness	with	some	methodological	limitations.	Violence,	for	
example,	is	not	easy	to	measure	directly,	so	studies	have	used	data	taken	from	incidents	
documented	 through	 unverified	 self-reporting	 and	 official	 documentation.	 This	 is	
problematic,	as	sampling	source	(e.g.	hospitalised	or	non-hospitalised	sources)	has	been	
found	to	affect	the	frequency	of	violence,	and	statistics	can	influence	the	generalisability	
of	 results	 (Van	Dorn	 et	 al.,	 2012).	 In	 addition,	 the	majority	 of	 the	 samples	 used	have	
tended	to	focus	on	mentally	ill	 individuals	who	have	been	hospitalised	as	inpatients	or	
have	been	arrested	for	exhibiting	dangerous	behaviour,	and	not	the	mentally	 ill	 in	the	













indicating	 a	 meaningful	 sample	 size	 and	 a	 clear	 timeline.	 The	 authors	 used	 various	
measures	of	violence,	which	included	self-reporting	by	patients,	in	order	to	eradicate	the	
information	bias	which	was	evident	 in	earlier	 studies.	 In	order	 to	avoid	confusion	and	
distortion	of	data	which	can	be	created	by	environmental	influences:	for	example,	socio-
economic	background	or	other	demographics,	the	authors	chose	to	use	a	same-neighbour	
comparison	 model.	 This	 study	 found	 no	 difference	 between	 non-substance	 abusing	
individuals	 with	 a	major	mental	 illness	 and	 non-substance	 abusing	 neighbours	 in	 the	
control	group,	in	terms	of	their	prevalence	to	violence.	However,	a	coexisting	substance	
abuse	disorder	doubled	the	threat	and	probability	of	violence.	Of	the	individuals	who	had	












demographic,	 and	 reveals	 that	 2.9	 %	 of	 people	 suffering	 from	 major	 mental	 illness	
annually	commit	acts	of	violence,	as	opposed	to	0.8	%	of	people	with	no	mental	illness	or	
substance	abuse	disorder.	This	statistic	demonstrates	a	low	risk	of	violence	in	people	with	




















they	 lived	 in	 poor	 neighbourhoods;	 many	 used	 illegal	 drugs	 and	 alcohol;	 and	 they	






figure	 identical	 to	 that	 of	 people	 without	 mental	 illness	 in	 the	 general	 population.	
Criminologists	and	developmental	epidemiologists	have	shown	that	people	with	mental	
illnesses	and	the	general	population	share	the	same	risk	factors	for	crime	and	violence	
(Silver,	 2006;	 Markowitz,	 2011;	 Swanson	 et	 al.,	 2015),	 and,	 according	 to	 Loeber	 and	
Farrington	(2000),	exposure	to	these	risks	begins	very	early	on	in	life.	This	conclusion	is	






these	 symptoms,	 such	 as	 delusions,	 suspiciousness	 and	 acute	 anger,	 can	 raise	 the	
probability	of	violent	behaviour.	Swanson	et	al.	(2008)	maintain	that	this	is	only	true	of	
some	 individuals	 in	 certain	 circumstances,	 and	 that	 if	 the	 symptoms	 are	 treated,	 for	
example	 through	 the	 dispensing	 of	 anti-psychotic	medication,	 the	 symptoms	 and	 the	
concomitant	 risk	 of	 violence	will	 both	 abate.	 A	 large	meta-analysis	 of	 a	 range	 of	 risk	
factors	 for	violence	 in	 individuals	exhibiting	psychotic	 symptoms	 found	that	substance	
abuse	 and	 in	 particular	 poly-substance	 abuse,	 a	 history	 of	 anti-social	 or	 criminal	
behaviour,	 and	 refusing	 or	 not	 following	 treatment	 protocols	 were	 all	 significant	 risk	
factors	for	the	above	group	of	people	(Witt	et	al.,	2013).	Frances	(2011)	 looked	at	the	
findings	 of	 the	 National	 Institute	 of	 Mental	 Health	 Clinical	 Antipsychotic	 Trials	 of	
Intervention	(CATIE)	to	assess	possible	links	between	violence	and	psychosis.	The	project	
set	up	a	multi-site,	 randomised	 clinical	 trial	 and	analysed	violent	outcomes	 in	n=1445	











and	 delusional	 thinking.	 In	 addition,	when	 they	were	 given	 and	 took	 prescribed	 anti-
psychotic	 medication,	 their	 risk	 of	 violence	 did	 not	 reduce	 to	 any	 significant	 degree.	
However,	some	CATIE	participants	also	demonstrated	how	psychosis	can	add	to	the	risk	
of	violent	behaviour.	The	study	determined	that	the	patients	who	demonstrated	more	







with	violence	 in	 inpatient	psychiatric	wards,	since	many	of	the	reviews	have	 looked	at	
both	community	and	inpatient	psychiatric	settings,	in	order	to	establish	the	link	between	
aggression	 and	patient	mental	 illness.	Other	writers:	 for	 example,	 Lanza	 et	 al.	 (2006),	
investigate	 the	 hospital	 environment,	 concluding	 that	 it	 is	 more	 strongly	 linked	 to	
violence	 than	 psychopathology	 because	 of	 pressures	 and	 risk	 factors	 such	 as	
overcrowding,	budget	cutbacks	and	generally	poor	conditions.	
1.10	Prosecution	for	assault	







or	 another	 patient.	 Before	 a	 prosecution	 for	 assault	 is	 set	 in	 motion,	 a	 number	 of	









trauma.	 Melton	 et	 al.	 (2007)	 note	 that	 mental	 health	 agencies	 may	 prefer	 to	 avoid	
prosecution,	in	favour	of	transferring	the	assailant	to	a	more	secure	facility	or	effecting	
changes	in	their	treatment	plan.	In	addition,	mental	health	agencies	will	try	to	avoid	the	
negative	publicity	 that	comes	 from	prosecution	and	the	concurrent	scrutiny	of	 service	
provision,	patient	confidentiality	and	questions	on	whether	staff	provoked	the	assault.	













social	 workers	 and	 care	 co-ordinators,	 occupational	 therapists,	 psychologists,	 and	
substance	abuse	teams.	Nurses	working	on	psychiatric	units	are	there	to	provide	care	to	
a	 wide	 range	 of	 people	 experiencing	 mental	 disorders,	 most	 common	 of	 which	 are:	
addictions	and	substance	abuse;	Alzheimer’s	disease;	anxiety	disorders,	including	phobias	










vulnerable	 group	 of	 health	 workers	 when	 it	 comes	 to	 experiencing	 violence	 in	 the	
workplace;	and	3)	 taking	 international	data	 into	account,	nurses	are	exposed	 to	more	
non-fatal	violence	events	compared	to	other	professions.	












violent,	 since	 they	have	 the	 knowledge	 and	expertise	 to	handle	dangerous	 situations.	
Their	availability,	and	the	fact	that	they	outnumber	all	the	other	disciplines	on	the	unit,	
may	 explain	 the	 high	 occurrence	 of	 violence	 towards	 nurses	 reflected	 in	 the	 data.	
Christodoulou	et	al.	(2012)	carried	out	a	systematic	review	and	meta-analysis	to	try	and	







Several	 studies	 (Nijman	 et	 al.,	 2005;	 van	 Leeuwen	and	Harte,	 2015)	note	 that	 76%	of	
nurses	 have	 reported	 incidents	 of	 mild	 aggression,	 and	 16%	 have	 reported	 serious	




patients	 and	 themselves,	 the	 latter	 being	 measured	 by	 self-harming.	 They	 defined	
aggression	as	any	type	of	verbal,	non-verbal	or	physical	behaviour	which	caused	actual	
harm	to	self,	others	or	property.	Psychiatric	nurses	from	5	different	hospitals	were	asked	
to	 document	 any	 incidents	 of	 violence	 by	 using	 a	 Staff	Observation	 Aggression	 Scale,	
which	 was	 amended	 over	 the	 ten	 months	 of	 the	 study.	 The	 results	 show	 that	 staff	
members	 were	 exposed	 to	 more	 than	 50%	 of	 violence	 events,	 and	 the	 incident	
themselves	were	separated	into	verbal	violence,	reported	by	60%	of	the	total	sample,	and	
feeling	 threatened,	 reported	 by	 59%.	 The	 authors	 conclude	 that	 nurses	 who	work	 in	









injuries	suffered	by	psychiatric	nurses.	 In	addition,	 the	study	also	 looked	at	whether	a	
nurse’s	decision	to	restrain	a	patient	affected	the	likelihood	of	assault	or	injury.	The	study	
sample	 of	 110	 RNs	 was	 drawn	 from	 across	 five	 institutions	 in	 the	 New	 York	 City	








out	 the	 review,	 they	 used	MedLine	 to	 search	 for	 English	 language	 articles	 published	





of	 studies	 which	 were	 included	 in	 the	 review	 focussed	 on	 developed	 countries.	 The	
authors	 failed	 to	 reveal	 how	 many	 articles	 were	 searched,	 or	 the	 criteria	 which	
underpinned	their	decisions	to	either	include	or	exclude	the	studies	for	their	review.	The	
review	assessed	three	main	themes:	the	frequency	of	 incidents	of	physical,	verbal	and	
sexual	 violence;	 the	 gap	 between	 the	 number	 of	 incidents	 which	 are	 reported	 and	
documented	and	those	which	occur;	and	how	violence	affects	nurses.	They	conclude	from	










and	 restricted	 their	 search	 to	 English-language	 publications,	 which	 could	 distort	 both	
their	 findings	 and	 their	 conclusions.	 Anderson	 (2002)	 notes	 that	 nurses	 experience	 at	
least	one,	if	not	more,	violent	incidents	during	their	careers,	seeing	workplace	violence	as	






When	 considering	other	 facets	 of	 the	mental	 health	 environment,	 it	 seems	 that	male	
nurses	 are	 more	 likely	 to	 be	 the	 victims	 of	 violent	 behaviour	 than	 their	 female	
counterparts	 (Early	 and	 Williams,	 2002).	 Other	 research	 suggests	 that	 since	 women	











patient	 workload.	 Thus,	 risk	 factors	 pertaining	 to	 violence	 against	 nurses	 include	 the	










Patient	 factors	 include	biological	 factors,	age,	gender,	social	and	economic	status,	and	
psychopathology.	 Dack	 et	 al.	 (2013)	 note	 research	 into	 the	 biological	 sources	 of	
aggression	showing	that	 these	are	 linked	to	heredity,	hormonal	effects	 (testosterone),	
and	the	function	of	brain	mechanisms	(the	cerebral	cortex	and	the	limbic	system).	Studies	
do	 not	 agree	 on	 whether	 gender	 is	 a	 determining	 factor	 in	 aggressive	 behaviour.	 A	
number	 of	 researchers	 have	 not	 been	 able	 to	 establish	 a	 link	 between	 gender	 and	
violence	(Lam	et	al.,	2000;	Hojat	et	al.,	2002),	while	others	argue	that	males	are	more	
prone	to	assault	(Hegney	et	al.,	2003;	Krakowski	and	Czobor,	2004;	Cornaggia	et	al.,	2011;	
Dack	et	al.,	2013).	As	 this	study	 focuses	on	 female	patients	displaying	acts	of	violence	
towards	female	staff,	it	will	make	an	original	and	important	contribution	to	the	existing	
literature.	With	regard	to	age	as	a	risk	factor,	assaults	are	more	likely	to	be	carried	out	by	
younger	 patients	 (Cornaggia	 et	 al.,	 2011;	 Dack	 et	 al.,	 2013).	 Kwok	 et	 al.	 (2006)	 has	
narrowed	the	age	range	down	to	adolescent	patients,	but	overall,	 this	area	still	needs	
further	exploration	before	a	definitive	conclusion	can	be	reached.	Some	researchers	have	




physical	 assaults,	 but	 according	 to	 Esmaeilpour	 et	 al.	 (2011),	 there	 appears	 to	 be	 a	
correlation	between	physical	violence	and	overcrowding,	failed	marriages,	and	poverty.	
In	addition	to	the	above,	there	is	no	conclusive	evidence	in	the	literature	confirming	a	link	
between	 aggression	 and	 psychopathology.	 Recent	 research	 (Gaynes	 et	 al.,	 2017)	 has	
produced	findings	which	suggest	a	link	between	specific	symptoms	of	mental	illness	and	
aggression	 in	certain	types	of	patients.	For	example,	delusions,	and	 in	particular	those	
which	 have	 a	 persecutory	 character,	 could	 have	 a	 major	 and	 explicit	 influence	 on	




argue	 that	 people	 who	 are	 experiencing	 psychosis	 are	 most	 likely	 to	 behave	 in	 an	
aggressive	manner	while	they	are	in	the	acute	phase	of	the	illness.	Walsh	et	al.	 (2002)	
undertook	a	review	of	the	literature	and	provide	evidence	of	schizophrenia	and	violence	
being	 closely	 related,	 but	 that	 less	 than	 10%	 of	 violence	 in	 society	 can	 be	 directly	
attributed	 to	 schizophrenia.	 One	 social	 factor	 which	 is	 strongly	 predictive	 of	 violent	













ratio	of	 staff	 to	patients	 and	 the	 frequency	of	 assaults	 on	 staff	 (Jackson	 et	 al.,	 2002).	
Caution	 needs	 to	 be	 exercised	when	 considering	 studies	 regarding	 the	 links	 between	
staffing	levels	and	incidents	of	aggression,	since	high	levels	of	both	staff	and	aggression	
could	 result	 from	 including	patients	prone	 to	 violence	 in	 the	 study.	Unfortunately,	 no	
randomised	studies	have	been	carried	out	to	date	to	test	these	conclusions.	(Ng	et	al.,	
2001)	argued	that	high	numbers	of	patients	on	the	ward	could	be	a	factor	in	precipitating	





influence	 on	 the	 incidence	 of	 patient	 violence.	 A	 number	 of	 researchers	 (Shields	 and	
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Wilkins,	 2009;	Wilson	 et	 al.,	 2011)	 have	 found	 that	 emergency	 department	 (ED)	 and	
psychiatry	department	staff	are	at	the	highest	risk	of	violence.	Kindy	et	al.	(2005)	note	
that	this	is	exacerbated	by	a	lack	of	security	and	surveillance	and	weak	teamwork.	Bowers	
et	 al.	 (2009)	 identify	 additional	 factors,	 including	 a	 high	 patient	 turnover,	 numerous	
interruptions	 and	 time	 pressure;	 while	 Lin	 and	 Liu	 (2005)	 cite	 nursing	 shortages,	









believed	 staffing	 or	 resources	 were	 inadequate	 were	 more	 likely	 to	 be	 assaulted	 by	
patients	 than	 those	who	 thought	 they	were	adequate.	 Likewise,	nurses	who	 felt	 their	












From	 the	 evidence	 presented	 above,	 nurses	 are	 exposed	 to	 patient	 violence	 in	 the	
healthcare	system,	and	this	is	particularly	pertinent	for	psychiatric	nursing	staff	(Zeng	et	
al.,	 2013).	 To	date,	most	 of	 the	 studies	 on	patient	 violence	 against	 nurses	 in	 the	KSA	
working	 in	 psychiatric	 settings	 have	 been	 carried	 out	 using	 a	 quantitative	 approach,	
offering	 findings	 regarding	 epidemiology,	 risk	 factors,	 causal	 factors	 and	 the	
consequences	 of	 violent	 incidents	 in	 a	 variety	 of	 national	 and	 international	 settings.	
Moreover,	 there	 has	 been	 no	 qualitative	 study	 undertaken	 in	 the	 KSA	 to	 explore	 the	
experience	 of	 qualified	 Saudi	 nurses	 working	 in	 psychiatric	 settings	 who	 have	 been	
exposed	to	violence.	With	this	 in	mind,	and	considering	the	lack	of	evidence	regarding	
violence	 experienced	 by	 nurses’	 in	 the	 KSA,	 a	 qualitative	 study	 is	 needed	 in	 order	 to	
comprehend	 nurses’	 experiences	 and	 perceptions	 of	 patient	 violence,	 particularly	 on	
acute	care	psychiatric	wards.	In	carrying	out	this	study,	an	important	gap	in	the	literature	












and	 cultural	 differences	 between	 nursing	 approaches,	 with	 the	 Western	 approach	
differing	from	the	Saudi	approach.	For	instance,	nurses	working	in	the	KSA	face	unique	








challenging,	 as	 there	 are	 no	 Saudi	 studies	 about	 this	 topic	 and	 it	 is	 the	 first	 time	 a	








friends,	particularly	 those	who	work	 in	psychiatric	 care,	have	 thought	about	giving	up	
their	chosen	career.	 In	addition	to	suddenly	having	a	great	deal	of	responsibility	when	








































• How	 do	 qualified	 nurses	 working	 in	 Saudi	 Arabia's	 female	 psychiatric	 units	
describe	their	experiences	of	patient	violent	behaviour?	



















(Central	 Department	 of	 Statistics	 and	 Information,	 2012),	 resulting	 in	 ever	 increasing	
demands	being	made	on	the	country’s	healthcare	system.	There	are	a	number	of	health	
service	providers	 in	the	KSA,	under	the	general	supervision	of	a	health	service	council,	
which	was	 set	up	 in	2002	by	 the	Ministry	of	Health	 (MOH)	 (Almalki	 et	al.,	 2011).	 The	












public	 hospital	 to	 a	 specialised	 or	 central	 hospital,	 a	 number	 of	 which	 have	 been	
established	by	the	MOH	as	medical	city	complexes.	These	complexes	have	often	been	
established	 in	 response	 to	 local	 demands	 for	 an	 increase	 in	 the	 number	 of	 beds	 and	
specialist	services,	and	provide	both	second	and	tertiary	 level	healthcare	 in	one	place.	










initially	 located	 in	 the	 various	 large	 cities,	 subsequently	 expanding	 into	 advanced	
establishments	 including,	 medical	 centres,	 clinics	 and	 hospitals	 (Khaliq,	 2012;	 MOH,	
2019).	






the	 increasing	 number	 of	 people	 experiencing	 mental	 health	 problems	 and	 societies	
struggling	 to	 cope	 with	 them.	 The	 initial	 establishment	 to	 address	 these	 growing	
























Workplace	 violence	 is	 a	 global	 problem	 that	 can	 be	 impacted	 by	 the	 customs	 and	
traditions	 of	 a	 culture,	 and	 this	 is	 the	 case	 in	 the	 KSA.	 Despite	 the	 extensive	
transformations	 and	 developments	 in	 the	 KSA	 and	 the	 resultant	 changes,	 it	 is	 still	
considered	a	highly	religious	and	tribe-based	nation,	as	dictated	by	its	long-established	
culture.	The	KSA	 is	governed	by	a	 royal	 family:	 the	Al	Saud	 family,	who	are	guided	by	







with	 each	 other	 unless	 there	 is	 an	 obvious	 need.	 The	 provision	 of	 male	 and	 female	
dedicated	 areas	 ensures	 this	 separation	 is	 possible.	 This	 separation,	 however,	 is	 not	
applied	 in	medical	 schools,	where	mixing	 is	 considered	 a	 requirement;	 separating	 the	
sexes	would	mean	more	funding	requirements	for	separate	medical	establishments	and	














behaviour	 towards	 females	 and	 the	 way	 in	 which	 families	 deal	 with	 their	 female	
members.	Various	studies	have	indicated	these	behaviours	towards	females	as	the	cause	
of	the	small	number	of	women	in	work	(Kauser	and	Tlaiss,	2011).	
The	 money	 generated	 from	 oil	 has	 altered	 life	 in	 the	 KSA	 significantly,	 both	 at	 the	
economic	and	social	level.	Consequently,	the	KSA	has	improved	the	standard	of	living	and	














22	 years	 for	 the	 Bachelor	 of	 Science	 in	 Nursing	 (BSN)	 to	 be	 established,	 and	 like	 its	
predecessor,	the	course	was	only	open	to	women.	In	2004,	men	were	permitted	to	join	














Tumulty	 (2001)	 points	 out	 that,	 unlike	 in	 western	 countries,	 nursing	 is	 not	 a	 long-
established	profession	in	Saudi	Arabia.	From	the	time	the	Saudi	health	service	was	first	set	
up,	 the	vast	majority	of	nurses	 it	 employed	were	expatriates,	drawn	 from	40	different	









The	 very	 fact	 that	 nurses	 in	 Saudi	 Arabia	 come	 from	 different	 cultural	 and	 ethnic	























a	 shortfall	 in	 staff	who	can	undertake	a	nursing	 role.	According	 to	Al-Mahmoud	 et	al.	










nursing,	 since	 little	 attention	 is	 paid	 to	 ensuring	 a	work-life	 balance,	with	 night	 shifts	
remaining	a	bone	of	contention	as	they	are	considered	to	contradict	traditional	values	
(Al-Mahmoud	et	al.,	2012).	For	example,	for	Saudi	females,	it	is	more	challenging	to	select	
a	medical	 career,	 due	 to	 its	 demanding	 nature,	with	 societal	 expectations	 of	 females	
being	very	different	to	those	of	males	(Mebrouk,	2008).	In	a	traditional	society	like	that	
of	 the	KSA,	 there	are	more	expectations	 in	 terms	of	 females	and	 their	 role	within	 the	











KSA	and	only	domestic	employment	was	available	 to	 female	 individuals	 (Al	Rawaf	and	
Simmons,	 2011).	 Nevertheless,	 more	 recently,	 there	 has	 been	 a	 broadening	 of	
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expatriate	nurse	 can	 find	her	 contract	 being	 terminated	early	 and	be	unable	 to	 claim	
compensation	(Almalki	et	al.,	2011).	In	general,	western	expatriate	nurses	secure	better	
pay	and	 conditions	 than	women	 from	other	 countries	 such	as	 those	 coming	 from	 the	
Philippines	 and	 Sri	 Lanka.	 This	 results	 in	 those	 nurses	 coming	 from	 these	 countries	
applying	for	posts	 in	the	USA,	Canada	and	the	UK,	 to	 improve	their	 remuneration	and	
work	environment	rather	than	staying	in	the	KSA.	
2.7	Government	policies	and	legislation	in	the	KSA	regarding	workplace	violence	
Generally,	 the	Middle	East	 region	 is	aiming	 to	have	zero	 tolerance	 towards	workplace	
violence	 against	 healthcare	 staff	 across	 its	 institutions	 and	 has	 passed	 legislation	 and	











who	“hits,	assaults,	uses	a	weapon	against	or	 to	 threaten	an	 individual	while	 they	are	
carrying	 out	 their	 job	 or	 because	 of	 their	 job,	 will	 serve	 a	 minimum	 of	 six	 months’	





at	 a	 private	 school	 or	 college;	 and	 doctors	 and	 nurses	 at	 private	 hospitals.”	 The	 KSA	
approach	 to	dealing	with	workplace	violence	has	been	undermined	by	 the	decision	 to	
reduce	 the	 term	 of	 imprisonment	 served	 by	 individuals	 who	 attack	 healthcare	
professionals	to	six	months,	from	one	to	two	years.	In	addition,	in	the	KSA,	many	assaults	
on	healthcare	staff	are	viewed	as	disputes	between	individuals,	and	thus	not	covered	by	
























whereabouts	 and	 movements	 in	 the	 health	 care	 sector.	 Finally,	 one	 study	 identified	







that	 48%	 of	 health	 care	 workers	 questioned	 in	 Kuwait	 asserted	 that	 they	 had	 been	
subjected	to	verbal	aggression	during	a	six-month	period.	 In	Morocco,	Belayachi	et	al.	
(2010)	 identified	 that	70%	of	 the	workplace	violence	was	directed	at	 the	doctors	who	
worked	 in	 emergency	 departments.	 Öztunç	 (2006)	 discovered	 that	 over	 a	 one-year	
period,	80.3%	of	nurses,	 from	290	hospitals	 in	Turkey,	had	been	 the	subject	of	verbal	
abuse.	 Samir	et	al.	 (2012)	 focussed	 their	 study	on	eight	hospitals	 in	Cairo,	 Egypt,	 and	
found	that	86.1%	of	the	461	obstetrics	and	gynaecology	nurses	had	been	the	victims	of	
workplace	violence.	AbuAlRub	and	Al-Asmar	(2011)	studied	physical	workplace	violence	
in	 Jordan,	 reporting	 that	22.5%	of	 the	420	nurses	participating	 in	 the	 study	had	been	
attacked	 at	work	 and	were	 critical	 of	 the	manner	 in	which	 this	 had	 been	 handled	 by	
management.	Ahmed	(2012)	analysed	the	experiences	of	447	nurses	in	Jordan,	who	had	
worked	in	a	number	of	departments	in	three	hospitals	located	in	Amman.	Some	37.1%	of	
the	 nurses	 revealed	 they	 had	 been	 verbally	 abused,	 and	 18.3%	 had	 been	 physically	
abused.	According	to	Ahmed	(2012),	few	of	the	affected	nurses	reported	these	incidents,	
since	they	had	no	faith	 in	the	system	punishing	offenders.	Despite	there	being	 limited	















incidents	were	 three-fold;	 language	barriers,	 communication	breakdown	and	a	 lack	of	
awareness	 of	 the	 rights	 of	 patients.	 The	 above	 data	 regarding	 evidence	 of	workplace	
violence	in	the	KSA	is	in	keeping	with	studies	from	other	countries.	For	example,	in	Turkey,	
Pinar	and	Ucmak	(2011)	report	that	91.4%	of	those	questioned	had	experienced	verbal	
aggression	over	a	one	year	period.	 Similarly,	Ergün	and	Karadakovan	 (2005)	note	 that	
while	incidents	of	verbal	violence	were	widespread	in	Turkey,	being	reported	by	98.5%	of	
respondents,	 physical	 violence	 was	 rare,	 with	 19.7%	 attesting	 to	 having	 experienced	
physical	 violence.	 Using	 questionnaires,	 Algwaiz	 and	 Alghanim	 (2012)	 surveyed	 600	














study.	 AbuAlRub	 et	 al.	 (2007)	 analysed	 Iraqi	 nurses’	 attitudes	 to	 complaining	 about	
workplace	violence	and	discovered	that	most	nurses	felt	it	was	a	pointless	exercise	which	
would	lead	nowhere.	Overall,	it	would	appear	from	the	evidence	presented	above	that	
nurses	 and	 health	 care	 workers	 in	 many	 countries	 tend	 not	 to	 report	 or	 respond	 to	
workplace	aggression	unless	it	leads	to	actual	physical	harm	(Kamchuchat	et	al.,	2008).	
One	of	the	reasons	why	incidents	of	workplace	violence	are	not	reported	might	be	the	
lack	 of	 staff	 training	 on	what	 to	 do	 in	 these	 circumstances.	 	 Alyaemni	 and	Alhudaithi	
(2016)	study	revealed	that	82.6%	of	respondents	had	not	been	given	any	training	on	how	







care	 standards.	 The	 sample	 consisted	 of	 129	 healthcare	 workers,	 including	 nurses,	
doctors	and	paramedics,	with	ages	ranging	from	21-62	years.	Of	the	male	respondents,	
who	made	 up	 64.3	 %	 of	 the	 group,	 48.8%	 were	 physicians,	 and	 34.1%	 were	 nurses.	
Violence	during	working	hours	was	reported	by	90.7%	of	participants,	with	a	significant	
rise	in	reporting	among:	older	workers	(>35	years)	(p=0.027);	individuals	working	in	MOH	
EDs	 (p=0.044)	 physicians	 (96.8%)	 and	 nurses	 (90.9%).The	 respondents	 reported	 that	
58.9%	 of	 the	 aggressive	 behaviour	 took	 place	 during	 night	 shifts;	 79%	 of	 incidents	
involved	the	use	of	fists	and	hands	and	17.3%	involved	weapons	or	instruments.	Insults	
















they	 thought	 such	 incidents	 occurred	 and	what	 traits	 they	 could	 identify	 about	 their	
assailant.	Of	those	who	completed	the	questionnaires,	78.6%	(n=341)	were	females	and	
21.4%	 (n=93)	were	male;	 overall,	 their	mean	age	was	36.1	 years.	 The	 results	were	 as	



















The	 term	 ‘stigma’	 originates	 from	 a	 Greek	word	 used	 to	 describe	marks	 burned	 into	
individuals’	skin	to	show	that	there	was	something	bad,	strange	or	immoral	about	them;	
and	to	indicate	to	others	that	they	should	be	avoided	(Link	and	Phelan,	2001).	It	is	a	visible	
symbol	 that	 differentiates	 them	 from	others,	 reducing	 their	 status	 of	wholeness,	 and	









	Labelling	 theory	 is	 commonly	 associated	 with	 stigma	 (Scheff,	 1974),	 but	 there	 are	
conflicting	opinions	regarding	the	 labelling	of	mental	health	problems.	The	 labelling	of	










considered	 to	 have	 an	 illness,	 then	 they	 will	 be	 treated	 as	 a	 patient	 and	 not	 held	
responsible	for	their	actions	that	result	from	the	illness.	This	has	the	potential	to	generate	
an	 attitude	 of	 acceptance	 towards	 people	 struggling	 with	 mental	 health	 problems	
(Parsons,	1969).		
In	contrast,	the	labelling	of	mental	health	problems	can	have	a	negative	impact,	triggering	
negative	 stereotypes	 and	 causing	 discrimination	 (Scheff,	 1974).	 Moreover,	 Link	 and	
Phelan	(2013)	put	forward	an	adapted	approach	to	exploring	the	outcomes	of	labelling	as	
an	extension	to	Scheff’s	theory.	 In	the	former’s	approach,	 it	 is	suggested	that	 labelling	
mental	 illness	 can	 cause	 social	 rejection,	which	 can	ultimately	 lead	 to	 the	 stigmatised	
person	 withdrawing.	 The	 negative	 outcomes	 of	 such	 behaviours	 include;	 feeling	
ashamed,	reduced	self-esteem	and	fewer	work	opportunities	(Link	et	al.,	2013).	A	later	






has	 been	 found	 that	 negative	 attitudes	 can	 impact	 many	 aspects	 of	 life,	 such	 as	
employment,	education,	housing,	family	relationships	and	friendships	(Fitzpatrick,	2015).	











and	 relatedness	 is	 promoted	 (Markus	 and	 Kitayama,	 2003).	 Such	 cultural	 variations	
undoubtedly	impact	how	a	person	feels	and	behaves	(Markus	and	Kitayama,	2010).		
	2.9.1	Culture	and	Stigma		
Culture	 is	 described	 by	 (Shin	 et	 al.,	 2013)	 as	 being	 created	 through	 an	 individual’s	
interaction	with	the	world	around	them.	It	refers	to	the	beliefs,	values	and	attributes	that	









thus	other	 group	members	may	wish	 to	 avoid	 them	or	 eliminate	 them	as	 part	 of	 the	
group.	This	causes	people	who	experience	mental	health	problems	to	form	out-groups	
who	 are	 treated	 poorly.	 In	 contrast,	 the	 self	 is	 considered	 to	 be	 independent	 in	










same	 way	 for	 everybody	 (Boyd	 et	 al.,	 2014).	 Nonetheless,	 it	 is	 well-known	 that	
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Public	 stigma	and	 self-stigma	are	 the	 two	key	 types	of	 stigma	associated	with	mental	
illness.	These	types	of	stigmas	carry	equal	importance	and	often	co-exist	(Corrigan	et	al.,	















their	 friends,	relatives	and	mental	health	professionals,	can	be	adversely	 	 impacted	by	
public	 stigma	 (Corrigan	 et	 al.,	 2014).	 For	 example,	 in	 some	 instances,	 an	 individual's	
chance	of	securing	a	house	or	job	can	be	reduced	due	to	public	stigma.		
The	families	of	people	diagnosed	with	mental	illness	are	also	impacted	by	public	stigma.	
For	 example,	 relatives	 may	 find	 that	 their	 social	 status	 is	 decreased	 within	 their	
communities		or	parents	are	frequently	held	responsible	for	causing	mental	illness	in	their	
children	(Parcesepe	and	Cabassa,	2013).	Siblings	and	spouses	are	often	blamed	if	those	
who	 experience	 mental	 illness	 do	 not	 adhere	 to	 their	 designated	 treatment	 plans.	







mental	 illness	 (Vogel	 et	 al.,	 2013).	 Corrigan	 (2007:	 p.32)	 asserts	 that	 “self-stigma	 can	
cause	an	individual	to	have	negative	thoughts	and	emotional	responses	including	feelings	




Many	cultural	 influences	can	affect	public	and	self-stigmatisation.	Such	 factors	 include	
culture-specific	beliefs	about	mental	health	and	its	aetiology,	historical	injustices,	values,	
norms,	 socialisation	 and	mistreatment	 on	 the	 part	 of	 the	 government	 and	healthcare	
systems	(Abdullah	and	Brown,	2011).	Cultural	norms	probably	play	a	significant	role	 in	
initiating	 the	 stigmatisation	 process.	 It	 is	 such	 norms	 that	 guide	 our	 sense	 of	 which	
behaviours	 are	 normal,	 strange	 or	 symbolic	 of	 mental	 illness	 (Yang	 et	 al.,	 2007).	 For	





The	 extent	 to	 which	 a	 stereotype	 is	 endorsed	 is	 largely	 determined	 by	 socialisation,	







Nonetheless,	 it	 is	 not	 always	 the	 case	 that	 agreement	 with	 the	 stereotype	 causes	
discrimination.	The	extent	to	which	an	 individual	will	stigmatise	a	person	experiencing	
mental	illness	is	very	much	influenced	by	a	combination	of	factors	including	their	cultural	
beliefs	 and	 their	 opinions	 regarding	 how	 acceptable	 it	 is	 to	 stigmatise	 mentally	 ill	
individuals	(Abdullah	and	Brown,	2011).	For	examples,	an	individual	with	African	origins	
who	has	a	very	spiritualistic	nature	may	believe	that	those	with	mental	health	issues	are	
cursed	 and	 stigmatise	 them	due	 to	 this.	However,	 it	 is	 also	possible	 that,	 despite	 still	























Mohamed	 (2011)	 explains	 that	 hospitality	 is	 very	 important	 in	 Saudi	 culture	 since	 it	
demonstrates	honour	and	reputation.	Although	it	is	unlikely	that	valuing	hospitality	could	
exacerbate	stigmatisation,	 it	highlights	 the	possibility	 that	hospitality	could	be	used	to	





The	 Saudi	 healthcare	 system	 was	 the	 research	 setting	 for	 the	 current	 study,	 and	
particularly	the	Al	Amal	Complex.		Hospital	care	can	vary	on	a	territorial	or	provincial	level	
depending	on	the	respective	government	in	control	of	the	given	jurisdiction	(Almalki	et	
al.,	 2011).	 Although	 the	 Saudi	 healthcare	 system	 consists	 of	 specialised	 psychiatric	
hospitals,	 acute	care	hospitals	and	acute	 inpatient	mental	health	 facilities,	 there	 is	no	
definitive	 classification	 system	 for	 psychiatric	 hospitals	 in	 the	 KSA.	 Acute	 psychiatry	







well	 as	 pharmacists,	 vocational	 rehabilitation	 specialists,	 recreational	 therapists,	
occupational	therapists,	social	works,	psychiatrists,	and	psychologists.		
In	 2002,	Al-Amal	 Complex	 for	Mental	Health	was	 formed	with	 the	 aim	of	 opening	up	
access	to	rigorous	therapies	for	mentally	ill	patients	and	those	suffering	from	addictions	












and	 critical	 cases	 referred	 from	 the	 emergency	 department	 are	 registered.	 Ongoing	
management	 of	 patients	 is	 available	 prior	 to	 ascertaining	 a	 diagnosis	 and	 prescribing	
suitable	 treatment.	 Following	 stabilisation,	 a	 person	 is	 then	 referred	 to	 the	 Recovery	
subdivision.	 (b)	 The	 recovery	 subdivision	 is	 made	 up	 of	 units	 where	 people	 who	 are	
stabilised	are	registered	following	a	period	of	stay	in	the	Admissions	unit.	Here,	patients	













in	 the	 KSA	 and	 focused	 on	 violence	 in	 the	workplace	 in	 the	 KSA	 and	Middle	 Eastern	

















This	 chapter	 will	 examine	 current	 literature	 related	 to	 patient	 violence	 towards	
psychiatric	nurses.	It	will	initially	offer	a	description	and	justification	of	the	search	strategy	
employed,	 and	 sources	 and	 criteria	 used	 in	 the	 selection	 of	 research	 papers	 for	 this	
review.	 In	 addition,	 a	 data	 extraction	 table	 summarising	 the	 reviewed	 literature	 is	







nursing	practice,	 training,	 governance	and	 information	 technology.	A	 literature	 review	
''aims	to	help	with	the	creation	of	the	research's	intended	methodology''	(Nieswiadomy	et	
al.,	 2012,	 p.	 71).	 A	 literature	 review	 has	 been	 described	 as	 “the	 pinpointing	 and	
investigation	of	literature	and	information	already	available,	which	is	tied	to	the	topic	of	
research”	(Kazdin,	2011,	p.	480),	while	an	integrative	review	is	able	to	carry	more	weight	
with	 regard	 to	 evidence	 based	 practice	 for	 nursing	 research	 (Whittemore	 and	 Knafl,	
2005).	Whittemore	 and	 Knafl	 (2005)	 suggest	 integrative	 reviews	 are	 beneficial	 to	 the	














that	 is,	 the	 methods	 employed	 must	 be	 reliable,	 detailed	 and	 clear	 throughout	 the	
research	study	(Higgins	and	Green,	2008).	A	crucial	part	of	achieving	this	 is	 to	provide	
descriptions	with	sufficient	detail	in	order	for	others	to	make	the	same	search	with	the	









line	with	 five	 key	 stages,	 defined	 by	 the	 Centre	 for	 Reviews	 and	Dissemination	 (CRD,	







psychiatric	 nurses	 who	 had	 been	 exposed	 to	 female	 patient	 violence.	 Population,	
Exposure	and	Outcome	(PEO)	was	used	as	a	way	of	organising	the	review	question	and	to	
ensure	 there	 were	 no	 misunderstandings,	 and	 that	 there	 was	 a	 clear	 focus,	 while	
supporting	an	expansive	 review	 (Bettany-Saltikov,	2012).	Table	1	 shows	 the	main	PEO	
elements	 involved.	The	current	 integrative	review	used	the	PEO	procedure	 in	order	to	
structure	the	research	question	(Bettany-Saltikov,	2012).	PEO	is	thought	to	be	a	beneficial	









PEO	framework	 Details	 Application	 to	 this	
search	































than	 limiting	 it	 to	 the	 KSA	 context.	 In	 order	 to	 implement	 this	 efficiently,	 several	
approaches	 were	 used	 to	 identify	 related	 material.	 These	 included;	 use	 of	 online	









Exposure	 Exposed	 to	 patient	
violence.	




	‘Experience’	or	 ‘perception’	or	 ‘feeling’	or	 ‘thought’	
or	 effect,	 impact,	 result,	 outcome,	 repercussion,	
consequence,	 absenteeism,	 sickness	 absence,	 sick	
leave,	 productivity,	 psychological	 distress,	






















wider	 search	 of	 databases.	 Lastly,	 bibliographies	 and	 reference	 lists	 of	 the	 papers	
identified	were	examined	in	order	to	uncover	more	potential	material.	
Databases	used	 in	this	review	were	the	Cumulative	 Index	to	Nursing	and	Allied	Health	
Literature	 (CINAHL),	 Medline	 EBSCO,	 Medline	 Ovid,	 PubMed	 NCBI	 and	 the	
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ExcerptaMedica	 Database	 (EMBASE).	 Also,	 further	 searches	 were	 conducted	 on	 the	
Cochrane	Central	Register	of	Controlled	Trials	(CENTRAL)	and	Science	Direct,	to	maximise	
the	amount	of	related	literature	available.	In	addition,	in-depth	examinations	of	reference	
lists	 within	 the	 identified	 studies	 allowed	 the	 author	 to	 make	 sure	 the	 search	 was	
sufficiently	detailed	and	all	pertinent	papers	for	the	review	were	 identified.	Employing	
these	strategies	 to	complete	 the	search	provided	a	detailed	 investigation	of	 the	topic,	




from	 databases.	 Examples	 of	 this	 include	 editorial	 discussions	 linked	 with	 research	
outcomes	or	abstracts	from	conference	proceedings,	as	well	as	papers	that	had	invalid	















written	 in	 English	 or	 Arabic,	 due	 to	 these	 being	 the	 two	 languages	 spoken	 by	 the	
researcher.	Such	criteria	were	 implemented	at	 the	 start	of	 this	 research,	alongside	an	
analogous	method	being	used	for	the	integrative	review	across	every	source,	even	though	








	The	 categories	 of	 studies	 included	 in	 this	 review	 were	 original	 research	 papers	 and	
systematic	reviews.	Exclusion	criteria	in	relation	to	the	study	population	included	studies	
involving	only	non-psychiatric	nurses,	and	those	who	were	not	qualified	mental	health	
nurses.	With	regard	 to	 the	nature	of	 the	studies,	articles	 focusing	entirely	on	violence	






regarding	 the	 timeliness	 of	 the	 studies.	 Thus,	 the	 timeframe	 for	 included	 papers	was	
between	 January	2000	and	October	2019.	 January	2000	was	chosen	as	 this	was	when	
nurse	training	changed	from	an	associate	degree	to	a	full	degree	course	(McHugh	and	
Lake,	2010)	and	there	is	evidence	to	suggest	education	might	be	a	mediating	factor	for	
violence	 in	 the	workplace	 (Magnavita	 and	Heponiemi,	 2011).	 October	 2019	 is	when	 I	




































































































































































































































































































































































































































































































































































review	 outcomes,	 with	 regard	 to	 relationships	 with	 clinical	 practice.	 Numerous	
researchers	 (Lohr	and	Carey,	1999;	Sanderson	et	al.,	2007)	suggest	 that	 the	aim	of	an	
appraisal	 is	 to	establish	which	studies	have	sufficient	quality	with	regard	to	 treatment	
outcome,	 and	 are	 aimed	 at	 feasible	 targets,	 thus	 offering	 a	 detailed	 description	 of	
potential	proposals	which	can	establish	a	deeper	comprehension	of	the	review	results.	
	The	eight	studies	reviewed	in	relation	to	this	research	were	qualitative	or	quantitative,	




The	CASP	 tool,	 having	 gone	 through	 revisions	 and	appraisals,	 is	 able	 to	establish	how	
rigorous	qualitative	studies	are	through	using	screening	questions	in	ten	different	aspects	
of	 the	 research	process	 (Katrak	 et	al.,	 2004).	Walsh	and	Downe	 (2006)	describe	 these	
areas	as	being;	the	research	goal,	how	suitable	the	recruitment	approach	is,	if	the	design	









































and	Ryan,	 2007;	 Jonker	 et	 al.,	 2008),	which	 is	 a	 type	 of	 research	 that	 is	 employed	 to	





then	 investigated	 and	 established	 (Punch,	 2013).	 In	 the	 three	 studies	 included	 in	 this	




object	and	another,	 it	 is	not	able	to	examine	subjects	 in	their	natural	environment,	or	
interpret	 the	 value	 certain	 findings	 have	 for	 participants	 in	 the	 way	 that	 qualitative	
research	does	(Malina	et	al.,	2011;	Yilmaz,	2013).	For	example,	regarding	this	study,	the	













warns	 that	 participants	 might	 not	 offer	 accurate	 enough	 information	 in	 answering	
questionnaires,	 especially	 with	 questions	 related	 to	 emotional	 status.	 Similarly,	 if	 the	
participant	does	not	feel	comfortable	answering	a	question,	this	might	have	implications	
for	 the	 study	 findings,	 in	 so	much	 as	 incomplete	 questionnaires	may	be	discarded.	 In	








Jack,	 2008).	 This	 allows	 for	 a	 deeper	 comprehension	 and	 more	 detailed	 theory	
development	 for	 an	 event	 or	 situation,	 offering	 a	 systematic	 and	 subjective	 way	 of	
defining	 occurrences	 and	 finding	 meaning	 behind	 them	 (Noor,	 2008).	 However,	










questionnaires	 as	 they	 are	 said	 to	 be	 ''very	 flexible	 and	 can	 provide	 wide	 coverage''	
(Groves	et	al.,	2011,	p.	8).	As	information	is	limited	regarding	the	topic	at	hand,	and	there	
is	little	existing	research	on		psychiatric	nurses’	perceptions	and	experiences	of	patient	












having	 a	 clear	 benefit	 in	 ensuring	 consistency	 of	 the	 instruments	 used	 (Saris	 and	
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Gallhofer,	 2014).	Moreover,	 in	 one	 study,	 (Jonker	 et	 al.,	 2008),	 the	 Cronbach’s	 alpha	
method	 was	 used	 to	 evaluate	 the	 internal	 consistency	 of	 the	 tools.	 In	 general,	 all	
quantitative	 studies	 included	 in	 this	 review	offered	a	detailed	description	of	 the	 tools	
employed	and	their	content.	
The	 qualitative	 studies	 included	 in	 this	 review	 utilised	 face-to-face,	 semi-structured	
interviews	with	participants,	a	flexible	method	that	allows	the	researcher	to	investigate	a	
range	of	 subjects	 and	 clarify	 or	 adjust	 them	as	 required.	 According	 to	 Simons	 (2009),	
interviews	are	particularly	effective	in	identifying	participants’	diverse	experiences,	while	
one-to-one	 interviews	 are	 a	 particularly	 appropriate	medium	 for	 assuring	 participants	
that	their	answers	will	remain	confidential.	This	sense	of	trust	also	enables	participants	
to	share	sensitive	information	that	they	may	have	been	reluctant	to	divulge	in	a	group	
context.	 In	 the	 studies	 reviewed,	 conducting	 interviews	 facilitated	 an	 in-depth	




A	 review	 of	 sampling	 approaches	 used	 in	 other	 studies	 allowed	 me,	 as	 a	 novice	
researcher,	to	find	the	most	appropriate	strategy	for	the	current	study.	The	studies	in	this	
literature	review	collected	data	from	a	sample	of	783	psychiatric	nurses	collectively.	The	



















Mahmoudi-Hamidabad,	 2012).	 In	 some	 specific	 environments,	 convenience	 sampling	
might	be	the	only	available	choice,	and	most	of	the	studies	using	this	approach	justified	
its	use	due	to	ease	of	accessing	sample	participants	(Emerson,	2015;	Etikan	et	al.,	2016).	
The	 benefits	 of	 convenience	 sampling	 include	 being:	 a	 simple	 method	 for	 recruiting	




Emerson,	 2015);	 and	 the	 low	 cost	 of	 implementation	 (Emerson,	 2015).	 The	 negative	
aspects	of	using	convenience	sampling	include;	greater	vulnerability	to	selection	bias	and	
other	 factors	 outside	 the	 researcher's	 control	 (Goodman,	 2011);	 a	 prominence	 of	
sampling	errors;	and	the	lack	of	reliability	associated	with	convenience	sampling	(Bujang	
et	al.,	2012).	
Purposeful	 sampling	 is	 sometimes	 referred	 to	 as	 ‘judgment’,	 ‘selective’	 or	 ‘subjective’	
sampling,	 and	 entails	 a	 researcher	 using	 their	 own	 judgment	 to	 select	 the	 study's	





its	 appropriateness	 when	 there	 are	 few	 primary	 data	 sources	 in	 the	 study	 and	 its	
effectiveness	 when	 examining	 anthropological	 circumstances	 requiring	 intuition	 to	







in	 the	 other	 papers.	 The	 latter	 could	 have	 sample	 bias	 if	 certain	 members	 are	
underrepresented	or	overrepresented	relative	to	others	in	the	population.	
	3.8.6	Results	Analysis	Strategy	




The	 quantitative	 studies	 involved	 in	 the	 review	 employed	 descriptive	 and	 inferential	
statistical	analyses	in	order	to	identify	the	level	of	significance.	The	latter	allows	for	the	
important	variables	related	to	patient	violence	in	psychiatric	settings	to	be	identified	and	





this	 review	 uncovered	 a	 number	 of	 positive	 aspects.	 The	 authors	 had	 all	 made	 their	
research	 goals	 clear,	 offering	 a	 clear	 description	 of	 their	 aims,	which	 is	 crucial	 for	 all	
scientific	papers.	The	highest	quality	research	will	present	a	very	clear	description	of	its	







4).	 Each	 of	 the	 studies	 presented	 clear	 aims,	 employed	 reliable	 sampling	 methods	
(allowing	the	research	objectives	to	be	reached),	with	justified	and	robust	data	extraction	
methods.	 Interviews	were	 conducted	 in	 all	 five	 studies,	 after	 consent	had	been	 taken	
from	the	participants,	and	verbatim	extracts	were	used	to	demonstrate	findings	in	order	
to	 avoid	 misunderstandings	 of	 any	 kind.	 Thematic	 (Ilkiw-lavalle	 and	 Grenyer,	 2004;	
Stevenson	et	al.,	2015;)	and	content	analysis	(Kindy	et	al.,	2005;	Chapman	et	al.,	2010;	
Baby	 et	al.,	 2014)	was	employed	 to	analyse	data	 to	ensure	 findings	were	 trustworthy	
when	being	reported.	
	However,	 all	 studies	 included	 in	 this	 review	 (quantitative	 and	 qualitative)	 were	
undertaken	 in	 developed	 countries,	 and	 while	 they	 do	 show	 trends,	 because	 of	 the	
differing	cultures	and	health	 systems	 it	would	be	difficult	 to	 transpose	 findings	 to	 the	
Saudi	 situation.	 In	 light	 of	 this,	 the	 usefulness	 of	 the	 studies	 for	 the	 Saudi	 context	 is	






















































































































































































































































































































































































































































































































synthesis	 (Javadi	 and	 Zarea,	 2016).	 This	 technique	 is	 textual	 in	 nature,	 despite	
incorporating	statistical	analysis,	and	aims	to	formulate	a	narration	regarding	the	results	
of	 various	 studies	 by	merging	 together	 existing	 sources.	 Besides	 integrating	 evidence	
related	to	a	range	of	research	questions,	thematic	synthesis	also	includes	a	component	
of	a	broader	review	approach,	which	assesses	the	quality	of	research-based	evidence	via	

















the	 workplace	 could	 bring	 about	 loss	 of	 self-esteem,	 low	 self-confidence	 and	mental	
burnout	(Baby	et	al.	(2014).	Within	their	study	the	effects	of	workplace	violence	outside	
the	workplace	were	 also	 evident,	 with	 family	 and	 social	 relationships	worsening	 as	 a	
result	 (Baby	 et	 al.	 (2014).	 In	 the	 study	 carried	 out	 by	 Stevenson	 et	 al.	 (2015)	 nurses	
believed	that	being	exposed	to	various	types	of	violence	(such	as	verbal	or	physical	abuse)	
impacted	their	professional	lives,	as	well	as	their	personal	wellbeing.	Study	participants	
stated	 that	 the	emotional	 and	physical	 stress	after	being	 involved	 in	 violent	 scenarios	
impacted	 their	 capacity	 to	 continue	 successfully	 undertaking	 their	 jobs.	 Nurses	
experienced	several	different	emotions	after	being	subjected	to	physical	violence.	At	the	











damage	 (Stevenson	 et	 al.,	 2015).	 In	 addition,	 there	were	 less	 direct,	 but	 still	 harmful	























One	 specific	 aspect	 Stevenson	 et	 al.	 (2015)	 investigated	 was	 whether	 or	 not	 the	
experience	impacted	the	psychiatric	nurses'	capacity	to	act	as	a	professional	nurse,	and	
this	was	shown	to	be	based	on	the	perceived	seriousness	of	the	event.	Some	of	the	nurses	





















personality	 or	 their	 body,	 as	well	 as	 their	 position	 and	 capability	 as	 a	 nurse.	 As	with	
incidents	of	physical	violence,	participants	felt	that	they	were	more	anxious	and	fearful	
after	 verbally	 violent	 incidents,	 particularly	 when	 around	 the	 aggressive	 patient	 in	
question	(Stevenson	et	al.,	2015).	In	an	earlier	study,	Kindy	et	al.	(2005)	suggested	that	
following	violent	events,	participants	reported	having	 less	 trust	 in	 those	around	them,	
more	fear,	and	tried	to	be	on	their	guard	more	often,	resulting	in	lower	morale.	Kindy	et	





safety	 into	 account	 (Stevenson	 et	 al.,	 2015).	 In	 Stevenson	 et	 al.’s	 (2015)	 study,	
participants’	were	 found	 to	have	 trouble	dealing	with	 the	 idea	of	being	harmed	while	
upholding	 their	 professional	 responsibilities.	 This	meant	 that	 while	 psychiatric	 nurses	
could	take	action	to	protect	 themselves,	 in	 turn	this	caused	them	stress.	During	these	
























violent	 events	 based	 on	 the	 patient's	 illness	 (e.g.	 delusions).	 Secondly,	 there	 were	
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incidents	 due	 to	 interpersonal	 clashes,	 including	 communication	 problems	 between	
patients	 and	 staff.	 Thirdly,	 there	 were	 violent	 episodes	 due	 to	 limitations	 within	 the	
clinical	setting,	including	not	being	allowed	to	leave	the	hospital.	The	way	that	patients	
and	staff	viewed	these	events	was	significantly	different.	Patients	saw	illness	as	being	the	





considered	 influencing	 factors.	 From	 the	 perspective	 of	 the	 nurses,	 communication	
between	 nursing	 staff,	 debriefing	 after	 violent	 incidents	 and	 quality	 of	 patient	
assessment,	were	thought	to	be	important	factors.	Lastly,	aspects	related	to	the	unit	itself	
played	a	 role	 in	patient	violence,	 including	availability	of	nursing	staff,	 lack	of	physical	
space	and	lack	of	available	activities	for	patients.	
Chapman	et	al.	(2010)	suggested	the	major	external	reason	for	workplace	violence	was	
physical	 and/or	 psychological	 illness,	 while	 the	 leading	 internal	 cause	 was	 lack	 of	
experienced	staff.	These	 findings	are	similar	 to	those	seen	 in	 the	study	undertaken	by	
Jonker	et	al.	 (2008),	who	found	that	older	and	more	experienced	nurses	were	seen	to	
experience	fewer	 incidents	of	violence.	 In	Kindy	et	al.	 (2005)	study,	 it	was	seen	that	a	






number	 of	 nebulous	 promises	 regarding	 safety,	 ignoring	 dangerous	 signs,	 unsuitable	







and	being	 tired	and/or	burnt	out.	Conversely,	 some	psychiatric	nurses	 felt	 they	had	a	















factors	 identified	 above.	A	 greater	number	of	 staff	 compared	 to	patients	put	 forward	
ideas	 regarding	 medical	 management	 to	 limit	 violence,	 whereas	 more	 patients	 put	
forward	ideas	to	deal	with	interpersonal	conflicts.	










(2014)	 study,	 psychiatric	 nurses	 felt	 this	 type	 of	 violence	 was	 inherent	 to	 their	 daily	
routine,	and	could	be	an	opportunity	 for	 therapeutic	engagement,	by	modelling	more	






amongst	 the	 participants.	 In	 the	 study	 by	 Stevenson	 et	 al.	 (2015),	 incidents	 of	 verbal	
violence,	 involving	 abuse,	 emotional	 and	 psychological	 violence,	 were	 not	 as	 easily	
described	 by	 the	 majority	 of	 psychiatric	 nurses,	 who	 simply	 stated	 that	 these	 were	
extremely	common	incidents,	involving	bad	language,	threats,	bullying,	gestures,	verbal	
sexual	abuse,	confrontational	acts	and	demeaning	behaviour.	Amongst	the	participating	
psychiatric	 nurses,	 threats,	 intimidation	 or	 gestures	 (n	 =	 7	 incidents)	 were	 the	 most	
commonly	 encountered	 type	 of	 verbal	 abuse.	 Stevenson	 et	 al.	 (2015)	 showed	 that	
categories	of	physical	violence	encountered	by	participants	included;	being	chased,	being	




staff	 (Ilkiw-lavalle	and	Grenyer,	2004).	Of	 the	 interventions	used,	oral	medication	was	











to	 be,	 and	 if	 any	 other	 incidents	 were	 going	 on	 with	 the	 patient.	 Implementing	
interventions	 as	 a	 way	 of	 preventing	 violence	 can	 be	 both	 a	 secondary,	 as	 well	 as	 a	
primary	strategy,	where	the	focus	moves	from	a	single	nurse's	efforts	to	a	team-based	
solution	to	control	and	pre-empt	patient	violence.	However,	even	with	a	move	towards	














After	 an	 event	 involving	 verbal	 or	 physical	 violence,	 participants	 in	 Stevenson	 et	 al.’s	
(2015)	study	looked	for	support	through	informal	as	well	as	formal	avenues.	It	was	noted	
that	 management	 primarily	 offered	 formal	 support	 after	 such	 an	 event,	 but	 the	
participants	continued	to	look	for	informal	support,	through	their	co-workers,	family	and	
friends.	 In	Nolan	 et	 al.’s	 (2000)	 study,	 one	 in	 two	 nurses,	 and	more	 than	 one	 in	 four	
psychiatrists,	who	had	been	exposed	to	verbal	or	physical	violence,	were	given	support	


















Jonker	 et	 al.	 (2008)	 showed	 that	 the	 general	 mean	 score	 for	 social	 support	 nurses	
perceived	they	received	from	their	co-workers	when	dealing	with	patient	aggression	was	
4.39	 (mean),	 with	 a	 standard	 deviation	 of	 0.50.	 Using	 a	 5-point	 scale,	 findings	
demonstrated	 that	 the	 nurses	 felt	 there	was	 sufficient	 support	 from	 their	 co-workers	
when	they	needed	to	deal	with	patient	aggression.	More	experienced	professionals	and	
nurses	 operating	 in	 a	 long	 stay	 ward	 felt	 a	 great	 deal	 of	 social	 support	 from	 their	
colleagues.	In	the	study	by	Baby	et	al.	(2014),	peer	support	was	shown	to	be	the	most	



















co-workers,	 as	 they	 felt	 that	 these	 individuals	 did	 not	 act	 as	 a	 team	 and	 could	 have	
exacerbated	the	incident.	As	soon	as	physical	violence	happened,	participants	reported	
there	was	a	greater	level	of	awareness	and	alertness	in	the	following	days	and	weeks	by	
those	 involved	 in	 the	 incident.	 These	 emotions	 would	 spill	 over	 from	 the	 working	
environment	into	their	home	environment,	and	feelings	of	anxiety	were	reported	to	be	
prevalent	 in	 the	psychiatric	nurse’s	everyday	 lives	 (Baby	 et	al.,	 2014).	One	participant	






would	 change	 as	 a	 result	 of	 verbal	 violence,	 where	 the	 severity	 of	 the	 verbal	 abuse	

















might	 be,	 were	 troubled	 at	 the	 thought	 the	 patient	 could	 still	 be	 on	 the	 unit	 and	
constantly	returned	to	the	subject	of	their	safety	(Kindy	et	al.,	2005).	These	feelings	of	
vulnerability	continued	for	several	days	 following	these	 incidents.	 In	Stevenson	et	al.’s	
(2015)	 study,	 a	 number	 of	 psychiatric	 nurses	 involved	 the	 law,	 and	 pressed	 charges	
















as	 an	 important	 area	 that	 can	help	 limit	healthcare	worker	 stigma	 in	 relation	 to	 their	
patients,	and	boost	their	understanding	of	evidence-based	risk	evaluations,	prevention	
and	management	options,	together	with	practically	handling	patient	violence	(Kindy	et	
al.,	 2005;	 Stevenson	 et	 al.,	 2015).	 In	 addition,	 psychiatric	 nurses	 showed	 that	
organizations	must	allow	for	these	acts	of	violence	to	be	discussed	and	examined,	in	a	
safe	 and	 blame-free	workspace	 for	 staff	 involved,	 who	would	 then	 feel	 secure	 when	
reporting	violent	incidents	(Kindy	et	al.,	2005;	Stevenson	et	al.,	2015).	Thus,	there	must	








sometimes	 be	 used	 for	 protective	 or	 communicative	 purposes	 (Jansen	 et	 al.,	 2006):	
however,	this	was	not	considered	as	a	viable	possibility	in	the	eight	studies	reviewed.		
The	wider	belief	among	nurses	included	in	the	studies	related	to	patient	aggression	being	







Based	 on	 the	 previous	 findings,	 it	 could	 be	 suggested	 that	 restrictions,	 taking	 away	
services,	and	overloading	the	senses	through	too	much	activity	within	a	confined	space	
(ward)	can	all	act	as	a	precursor	to	initiating	workplace	violence	(Chou	et	al.,	2002;	Kontio	






limited	 self-control,	 poor	 communication,	 being	 scared	 and	 feeling	 oppressed.	 These	
characteristics	can	inhibit	the	individual's	capacity	to	understand	what	is	going	on	around	
them,	leading	to	a	greater	chance	of	violence	(Buchanan,	2008).	
The	outcomes	of	 the	studies	 in	 this	 review	show	that	verbal	abuse	 is	 the	most	widely	
encountered	 type	of	 incident	 (Nolan	 et	al.,	 2000;	Maguire	and	Ryan,	2007).	However,	
within	the	included	papers	there	was	no	agreed	clear	definition	of	verbal	violence,	with	
the	majority	of	nurses	believing	 it	 to	be	 simply	part	of	 their	work	 (Kindy	 et	 al.,	 2005;	
Stevenson	 et	 al.,	 2015).	 In	 addition,	 verbal,	 as	 well	 as	 physical	 violence,	 often	 occur	
repeatedly	(Gudjonsson	et	al.,	2004;	Baby	et	al.,	2014).		
Christodoulou	 et	 al.	 (2012)	 carried	 out	 a	 systematic	 review	 and	meta-analysis	 of	 the	
included	data	to	try	and	discover	what	set	off	or	preceded	incidents	of	patient	violence.	
They	 found	that	poor	staff-patient	 interactions	were	an	 important	 trigger.	They	noted	




who	perhaps	have	 less	ability	 to	deal	with	patient	aggression	compared	to	 their	more	
experienced	co-workers	(Nolan	et	al.,	2000).	When	nurses	have	both	greater	experience	
and	 a	 higher	 level	 of	 education,	 they	 are	 more	 able	 to	 effectively	 deal	 with	 patient	
aggression,	and	do	not	use	coercive	means	as	early	as	their	less	experienced	counterparts	
(Jonker	 et	 al.,	 2008).	 It	 is	 suggested	 that	 these	 experienced	 individuals	 have	 greater	
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effectiveness	 in	 pinpointing	 early	 signs	 of	 aggressive	 behaviour	 and	 can	 implement	
suitable	solutions	as	necessary	(Jonker	et	al.,	2008).	
Based	on	the	findings	of	this	review,	the	type	of	relationship,	power	and	behaviour	are	
considered	 the	 three	 main	 aspects	 relating	 to	 workplace	 violence	 (Ilkiw-lavalle	 and	
Grenyer,	2004);	Stevenson	et	al.	(2015),	supporting	the	previous	findings	of	Daffern	et	al.	
(2006).	These	three	elements	are	connected	and,	if	experienced	negatively,	can	result	in	
violent	 outbursts.	 The	 key	 basis	 for	 the	 nurse-patient	 relationship	 is	 to	 address	 the	
requirements	 of	 the	 patient	 in	 a	 mutually	 agreed	 way	 through	 therapeutic	 means	
(McCarthy	et	al.,	2019).	However,	this	relationship	can	become	violent	as	a	result	of	the	
power	imbalance	and	personality	traits	of	the	aggressor	and	the	person	on	the	receiving	













to	 only	 report	 serious	 incidents	 of	 aggression	 or	 physical	 violence,	 so	 the	majority	 of	
violent	events	are	not	documented	(Lanza	et	al.,	2006;	Stevenson	et	al.,	2015).	This	might	
be	due	to	nurses	not	being	sure	how	to	define	violence.		
This	 review	 shows	 that	 workplace	 violence	 is	 usually	 seen	 through	 continued,	
unwarranted,	unwanted	and	aggressive	actions,	with	substantial	damage	to	the	person	




confidence	 and	 low	 self-esteem.	 	 The	 findings	 of	 this	 review	 show	 that	 these	 acts	 of	
violence	have	 instant,	and	usually	 long-lasting	effects	on	 interpersonal	 relations,	work	
dynamics	and	the	work	environment	at	 large,	bringing	about	a	negative	 impact	to	the	
quality	 of	 service	 offered	 (Ünsal	 Atan	 et	 al.,	 2013;	 Baby	 et	 al.,	 2014).	 Despite	 this	
important	finding,	all	studies	included	in	this	review	(quantitative	and	qualitative)	were	








perceptions	 of	 patient	 violence	 and	 its	 impact	 on	 personal,	 professional,	 and	 cultural	
aspects	of	a	person’s	life.	
3.12	Conclusion	
How	nurses	 experience	 patient	 violence	 has	 been	 the	 subject	 of	 both	 qualitative	 and	
quantitative	studies.	Researchers	have	shown	that	nurses	who	work	in	psychiatric	settings	
are	 at	 high	 risk	 of	 experiencing	 violent	 behaviour,	 and	 this	 has	 a	 significant	 negative	





















characteristics,	 data	 collection	 methods,	 data	 analysis	 tools,	 and	 the	 limitations	
associated	with	any	of	 the	adopted	methods	 (Burns	and	Grove,	2010).	Given	 this,	 the	
research	methodology	also	reflects	 the	researcher’s	understanding	of	which	strategies	
and	methods	to	use	in	order	to	present	valid	and	meaningful	research	findings.		




















• How	 do	 qualified	 nurses	 working	 in	 Saudi	 Arabia's	 female	 psychiatric	 units	
describe	their	experiences	of	patient	violent	behaviour?	





















insight	 into	social	 reality	 is	 to	explore	the	meaning	that	 individuals	apply	to	the	things	
they	experience,	as	well	as	the	meaning	they	apply	to	the	actions	they	take	as	a	result	of	
those	experiences	 (Elo	 et	 al.,	 2014).	 The	 reason	 for	 this	 is	 that	both	 time	and	 culture	
impact	the	way	in	which	we	understand	the	world	around	us	(Seale,	2004).	Therefore,	in	
the	context	of	this	research,	an	understanding	of	the	meanings	female	psychiatric	nurses	
attribute	 to	 their	experiences	of	violence	 in	 the	workplace,	and	 their	own	and	others’	
actions	need	to	be	explored	within	the	context	of	their	values	and	beliefs	(Sandelowski,	
2010).	 In	doing	this,	 insight	 into	the	way	in	which	time	and	culture	shape	participants’	




to	provide	details	of	 their	unique	and	differing	perceptions	of	 these	experiences.	 This	
reflects	each	participant’s	individual	interpretation	of	an	experience	based	on	their	own	
subjective	reality	(Luck	et	al.,	2007).	The	qualitative	research	methodology	chosen	for	this	
study	was	 carefully	 selected	 to	 ensure	 that	 the	 subjective	meanings	 ascribed	by	 each	
participant	 would	 be	 upheld	 (Quick	 and	 Hall,	 2015).	 This	 qualitative	 approach	 is	
compatible	with	 the	belief	 that	 individual	behaviour	and	 feelings	are	 impacted	by	 the	
meaning	 individuals	 associate	with	 their	 experiences.	Within	 the	 literature,	 subjective	
knowledge	is	emphasised	as	a	key	source	of	knowledge	as	it	provides	major	insight	into	




that	 considers	 a	 holistic	 world	 view	 of	 no	 single	 reality,	 and	 empirical,	 analytical	
quantitative	 research.	 These	 quantitative	 and	 qualitative	 paradigms	 differ	 in	 terms	 of	
philosophic	 premises,	 epistemological	 roots,	 and	 purposes	 (Yilmaz,	 2013).	 The	
philosophic	premise	is	underpinned	by	theoretical	frameworks	aiding	research	practice	
that	is	founded	on	explicit	values	and	assumptions	(Cody,	2013).		







research	 recognises	 the	 importance	 of	 acknowledging	 purpose	 and	 meaning	 in	
understanding	 human	 behaviour.	 Third,	 quantitative	 methods	 follow	 the	 etic	 theory	
regarding	 an	 outsider	 who	 is	 not	 involved,	 and	 is	 detached	 from	 his	 study	 objects,	
whereas	qualitative	methods	explore	insider	or	emic	views.	There	are	also	differences	in	
the	 data	 obtained	 in	 each	 of	 the	 two	 paradigms.	 Quantitative	 data,	 for	 example,	 is	
numeric,	 whereas	 qualitative	 data	 tends	 to	 be	 collected	 through	 text	 or	 language,	















The	 precision	 of	 positivism	 has	 been	 opposed	 by	 the	 introduction	 of	 post-positivism.	
Houghton	 et	 al.	 (2012)	 states	 that	 this	 is	 a	 probability	 position	 and	does	 not	 concern	
certainty.	Moreover,	with	post-positivism,	knowledge	is	not	restricted	to	only	that	which	
is	 affirmed	 empirically,	 rather	 it	 states	 that	 it	 is	 only	 possible	 to	 approximate	 reality	
(McGregor	and	Murnane,	2010).	Positivism	differs	significantly	from	post-positivism,	in	
that	 positivism	 highlights	 verification	 of	 theory	 and	 post-positivism	 focuses	 on	















that	 this	 notion	 states	 that	 findings	 indicate	 external	 reality.	 More	 importantly,	 it	
recognises	 that	 the	 research	 participant	 forms	 the	 reality	 and	 that	 it	 includes	 the	
researcher’s	 involvement	 which	 can	 affect	 the	 interaction,	 as	 well	 as	 the	 research	
(Ponterotto,	2005).	The	researcher’s	interaction	with	participants	is	crucial	for	meaning-
making,	as	together	they	will	co-construct	the	study’s	findings	based	on	their	combined	
interactions	 (Ponterotto,	 2005).	 Thus,	 this	 position	 acknowledges	 diversity	 and	
uniqueness.	This	position	recognises	that	everyone	experiences	reality	differently,	that	it	
can	change	with	time,	and	that	what	is	known	by	individuals	holds	meaning	in	particular	








exploring	 the	 research	 questions	 including	 the	 ‘why’	 and	 ‘how’,	 the	 best	 suited	
philosophical	approach	must	be	taken	into	account	because	it	offers	a	definitive	insight	
into	the	reality	of	the	researcher,	as	well	as	how	much	others	are	able	to	understand	it.	





standing	 debate	 on	 whether	 people	 inform	 the	 development	 of	 the	 social	 world	 or	
whether	its	existence	is	independent	of	them.	According	to	positivists,	there	is	only	one	
reality	which	is	discoverable,	identifiable,	as	well	as	measurable,	and	this	is	referred	to	as	
naive	 realism	 (Ponterotto,	 2005).	 Ponterotto	 (2005)	 states	 that	 post-positivists	 also	
believe	 in	 only	 one	 reality,	 while	 also	 believing	 that	 it	 cannot	 be	 truly	 captured	 or	
measured	 and	 is	 called	 critical	 realism.	 The	 constructivist/interpretivist	 position	 is	
opposed	 to	 these	 two	positions,	 believing	 in	multiple	 realities,	 and	 referred	 to	 as	 the	
relativist	stance.		
Sartre	(1943)	believed	subjectivity	to	be	the	ontological	foundation	of	knowledge.	Patient	
experience	has	 been	noted	 as	 an	 important	 contribution	 to	 knowledge,	 specifically	 in	
health	and	social	care	(Warne	and	McAndrew,	2007).	Knowledge	is	often	referred	to	as	











independent	 of	 one	 another.	 Further,	 the	 constructivist/interpretivist	 approach	 is	
subjective	and	regards	reality	as	socially	constructed,	and	while	both	the	researcher	and	
participant	 can	 be	 changed	 because	 of	 their	 dialogue	 and	 interaction,	 they	 remain	
dependent	on	one	another	(Ponterotto,	2005).	
4.6	The	Chosen	Paradigm	
In	 this	 study,	 a	 constructionist	 paradigm	 is	 used.	 The	 reason	 for	 implementing	 a	
constructivist	approach	is	that	it	promotes	understanding	what	individual	events	mean	
and	 offers	 insight	 regarding	 individual	 realities	 (Appleton	 and	 King,	 1997).	 The	
constructivist	approach	enables	the	researcher	to	determine	a	phenomenon’s	reality,	as	
well	as	understanding	potential	solutions	for	a	problem	(Denzin	and	Lincoln	(2011).	
In	 this	qualitative	paradigm,	 the	ontological	 assumptions	are	 that	 reality	 is	 subjective,	
socially	 constructed,	 as	well	 as	being	embedded	 in	age,	 gender	 ideology,	 class,	 sexual	
orientation,	and	race.	Thus,	women	are	not	only	expected	to	understand	their	behaviour	








could	be	held	with	 the	women	participating,	 involving	 give	 and	 take,	 rather	 than	one	
person	asking	the	questions	while	the	other	answers	(Aranda,	2006).	
4.7	Approaches	to	Qualitative	Research	
Qualitative	 research	 is	not	 limited	 to	one	approach	and	 can	 involve	various	 strategies	


















the	 language	obtained	 through	data	collection	as	a	 representation	of	meaning.	 In	 this	






that	 research	 is	 conducted	 to	add	 richness	and	depth	 to	our	experience	of	 the	world,	
rather	than	to	fully	capture	and	model	it	(Patton,	2005).	Qualitative	research	focuses	on	
developing	 theory,	 providing	 insight,	 describing	 and	 interpreting	 situations,	 events	 or	
contexts	 through	 the	 use	 of	 methods	 that	 are	 process-focused,	 subjective,	 holistic,	
inductive	 and	 emic	 in	 nature	 (Malagon-Maldonado,	 2014).	 The	 qualitative	 approach	
emphasises	understanding	 individuals,	 their	 interactions	with	 the	world	 around	 them,	










the	 wider	 context	 in	 which	 it	 occurs.	 	 It	 seeks	 to	 provide	 insight	 into	 individuals’	
perceptions	of	their	own	experiences	and	those	of	other	people	(Hammersley,	2007).	As	
a	result,	qualitative	research	can	provide	a	detailed	view	of	participants’	reality	(Arghode,	







to	 the	 data	 collection	 process	 requiring	 more	 time	 and	 effort	 for	 filtering	 and	
classification.	Qualitative	data	analysis	 is	 also	more	 time-consuming,	with	quantitative	
data	typically	being	undertaken	with	the	aid	of	computer	software,	whereas	qualitative	
data	is	often	analysed	manually,	by	sorting	through	responses	and	observations	in	order	
to	 determine	 key	 themes	 or	 patterns.	 Additionally,	 qualitative	 research	 is	 unique	 and	
impossible	to	repeat	in	an	identical	manner,	since	its	flexibility	allows	the	researcher	to	
intuitively	adjust	the	research	process	as	it	is	carried	out	(Burns	and	Grove,	2005).		
The	primary	aim	of	 the	current	 study	 is	 to	gain	 insight	 into	 female	psychiatric	nurses’	
experience	of	patient	violence,	and	the	meanings	they	attribute	to	it.	No	previous	studies	
have	explored	this	topic	 in	the	KSA,	nor	 in	the	Arab	region.	Thus,	there	 is	a	gap	 in	the	
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However,	 it	 can	 be	 challenging	 to	 ascertain	 which	 specific	 research	 philosophies	 and	
methods	equate	to	qualitative	research	given	the	lack	of	universal	criteria	(Creswell	et	al.,	
2006).	Consequently,	there	is	some	conflict	regarding	the	use	of	one	individual	research	
philosophy	 in	qualitative	 research,	whilst	 the	adoption	of	multiple	philosophies	 is	also	
questioned	(Creswell	et	al.,	2006).	It	is	asserted	that	specific	research	philosophies	should	





(Holden	 and	 Lynch,	 2004).	 Hammersley	 and	 Atkinson	 (2007)	 assert	 that	 whilst	 social	
research	 can	be	 supported	by	philosophical	perspectives,	 it	 is	more	 important	 for	 the	












promote	 the	 adoption	 of	 a	 qualitative	 research	 approach	 without	 the	 need	 to	 focus	
specifically	 on	 grounded	 theory,	 ethnography,	 or	 any	 other	 philosophical	 approach;	
suggesting	 it	 is	 not	 necessary	 to	 support	 qualitative	 methods	 with	 one	 specific	
philosophical	framework.	This	is	in	accordance	with	my	beliefs	and,	for	this	reason,	the	
current	study	is	described	simply	as	a	qualitative-descriptive	research	study.	A	great	many	
researchers	have	adopted	 the	same	methodological	approach,	with	 recognition	of	 the	
specific	benefits	and	challenges	associated	with	it	as	a	standalone	method	(Ilkiw-lavalle	
and	Grenyer,	2004;	Kindy	et	al.,	2005;	Chapman	et	al.,	2010;	Baby	et	al.,	2014;	Stevenson	
et	 al.,	 2015).	 Thus,	 it	 is	 suggested	 that	 research	 based	 on	 grounded	 theory	 or	 other	
research	 philosophies	 is	 no	 more	 credible	 or	 meaningful	 than	 qualitative-descriptive	
research	(Colorafi	and	Evans,	2016).		
4.7.2	Qualitative	Descriptive	Research:	An	Acceptable	Design	
Based	 on	 the	 above	 discussion,	 my	 chosen	 methodology	 is	 a	 descriptive,	 qualitative	






qualitative	 descriptive	 studies	 are	 said	 to	 be	 the	 least	 encumbered	 among	 other	
qualitative	approaches	in	terms	of	an	existing	philosophical	or	theoretical	commitment	
(Bryman,	 2017).	 Phenomenology,	 ethnographic	 approaches	 and	 grounded	 theory,	 for	





perspective	 of	 a	 phenomenon	 is	 not	 required.	 Further,	 despite	 qualitative	 descriptive	
studies	 differing	 from	 other	 qualitative	 research	 designs,	 it	 is	 possible	 to	 use	 certain	
aspects	 of	 other	 approaches	 (Colorafi	 and	 Evans,	 2016).	 For	 example,	 a	 qualitative	
descriptive	study	can	 include	aspects	of	grounded	theory	 if	using	comparative	analysis	





















actual	 or	 reverse	 chronological	 order	 of	 events;	 categories/subcategories;	 the	 most	
prevalent	to	least	prevalent	themes;	presenting	an	event	from	the	multiple	participant’s	
perspectives;	 or	 moving	 from	 an	 event’s	 wider	 context	 to	 a	 narrow	 context	 such	 as	
particular	specific	cases	(Colorafi	and	Evans,	2016).	
Hence,	 the	 outcome	 involves	 a	 descriptive	 summary	 concerning	 the	 chosen	 event(s)	
arranged	 so	 that	 the	 findings	 are	 presented	 to	 the	 intended	 audience	 in	 a	 relevant	










Affairs	 from	 the	 KSA	 MOH	 and	 the	 Al-Amal	 complex	 hospital	 in	 KSA	 (Appendix	 3).	
Researchers	 must	 prioritise	 the	 pursuit	 and	 maintenance	 of	 ethical	 standards.	 This	
research	 followed	 the	 Declaration	 of	 Helsinki	 (World	 Medical	 Association,	 2013)	






in	 the	 study,	 along	 with	 a	 participant	 information	 sheet	 describing	 the	 nature	 of	
participation,	the	purpose	of	the	study,	their	right	as	participants,	and	the	approach	to	
data	handling	(see	Appendix	4	and	5	respectively).	Participants	were	reassured	that	their	













all	 times	 in	order	to	ensure	confidentiality	 (Orb	et	al.,	2009).	 In	 the	current	study,	 the	
researcher	 therefore	 ensured	 that	 confidentiality	 was	 upheld	 throughout	 participant	
recruitment,	data	collection	data	analysis	and	during	the	write-up	of	the	research	thesis.	
The	names	and	identifying	details	of	all	participants	were	removed	from	the	raw	data,	
including	 the	 audio	 recordings	 and	 transcripts	 of	 interviews,	 in	 order	 to	 uphold	
confidentiality.	 Each	participant	was	 therefore	assigned	a	pseudonym	 for	analysis	 and	
write	up	purposes.	 Furthermore,	 the	 transcripts	were	 created	only	by	 the	 researcher,	
meaning	that	participants’	interview	responses	were	not	heard	by	any	other	individual.	
However,	anonymised	transcripts	were	shared	with	my	supervisors	in	order	to	enhance	

















Participant	 confidentiality	 and	privacy	were	upheld	 throughout	 the	 research	period	 in	
order	to	ensure	that	participants	felt	safe	to	be	open	and	truthful	when	discussing	their	
experiences	and	perceptions	of	patient	violence.	Interviews	were	held	in	a	private	room	
within	 the	 acute	 care	 psychiatry	 department	 of	 the	 Al	 Amal	 Complex	 in	 Riyadh	 and	
participants	were	able	 to	 select	 an	 interview	 time	 that	best	 suited	 them	 to	avoid	any	















The	 Saudi	 healthcare	 system	 was	 the	 research	 setting	 for	 the	 current	 study,	 and	
particularly,	 the	Al	Amal	Complex.	The	Al-Amal	Complex	 for	Mental	Health	consists	of	












In	 addition,	 the	workload	 varied	 from	one	nurse	 to	 four	patients	 to	one	nurse	 for	 six	
patients	according	to	shift,	staff	availability	and	nurse	capacity.	Nurses	on	the	day	shift	
have	more	capacity	as	they	are	higher	in	number	compared	to	the	number	of	nurses	on	











The	 accessibility	 of	 the	 research	 setting	 is	 a	 key	 factor	 to	 consider	 in	 designing	 any	




my	 previous	 experience	 with	 the	 hospital,	 communication	 via	 official	 channels	 still	
needed	to	be	maintained.	Therefore,	an	overview	of	the	research	proposal,	along	with	
the	ethical	approval	obtained	from	the	University	of	Salford’s	Ethics	Panel,	was	forwarded	





setting	 from	 the	 nurse	 perspective,	 a	 purposeful	 sample	 was	 used.	 Purposeful,	 or	
purposive	 sampling	 refers	 to	 the	 sampling	 approach	wherein	 participants	 are	 chosen	
because	they	can	offer	in-depth	insight	into	the	issue	being	investigated	(Creswell,	2007).	
For	 the	 purpose	 of	 this	 study	 female	 nurses	 working	 in	 the	 female	 acute	 psychiatric	




have	encountered	at	 least	one	 form	of	patient	violence	 in	 the	workplace.	Participants	




Purposeful	 sampling	 can	 involve	 heterogeneous	 or	 homogeneous	 sampling,	 with	 the	
latter	representing	the	selection	of	participants	sharing	common	characteristics	(Palinkas	
et	 al.,	 2015).	 As	 Patton	 (2002)	 notes,	 this	 sampling	 approach	 is	 beneficial	 in	 research	
where	 there	 is	 a	 need	 to	 perform	 a	 detailed	 study	 of	 an	 event	 experienced	 by	 a	
homogenous	 group.	 Thus,	 homogenous	 sampling	 was	 adopted	 in	 the	 current	 study.	
Homogenous	sampling	allows	the	researcher	to	select	groups	that	have	experienced	the	
given	phenomenon	at	 different	 levels	 of	 severity	 (Patton,	 2002).	 In	 addition,	 intensity	
sampling	was	 conducted	 in	 order	 to	 gain	 the	 greatest	 insight	 into	 the	 topic.	 Intensity	
sampling	 involves	 the	 selection	 of	 participants	 that	 are	 likely	 to	 be	 able	 to	 describe	
intense,	though	not	extreme,	cases	of	the	phenomenon	in	question	(Patton,	2002).	Here,	
intensity	 was	 taken	 as	 the	 experience	 of	 physical	 attack,	 with	 or	 without	 injury;	
verbal/emotional	abuse,	such	as	harassment;	and	threatening	or	intimidating	behaviour.	
The	reason	for	choosing	to	perform	intensity	sampling	was	primarily	that	it	could	have	
been	 more	 difficult	 to	 access	 nurses	 who	 had	 experienced	 extreme	 cases	 of	 patient	
violence.	The	reason	for	 this	 is	 that	nurses	who	had	experienced	this	 level	of	violence	
were	more	likely	to	have	been	deceased,	suffering	from	long-term	disability,	or	to	have	












perspectives	and	deep	enough	 insight	with	 regards	 to	experiences	of	patient	 violence	
amongst	 female	nurses	working	 in	the	acute	 female	psychiatric	settings;	secondly,	 the	
chosen	number	of	participants	was	considered	feasible	in	terms	of	the	time	available	for	








have	 high	 usability	 (Malterud	 et	 al.,	 2016).	 Several	 variables	 must	 be	 considered	 in	
determining	sample	size,	including	research	scope,	how	complex	and	accessible	the	topic	
is,	data	quality,	and	research	design.	Moreover,	the	structuring	of	qualitative	interview	
questions	 should	 also	 be	 considered,	 as	 there	 is	 evidence	 that	 this	 determines	 the	
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richness	 of	 data.	 For	 example,	 data	 of	 greater	 richness	 can	 be	 derived	 from	 open	
questions	that	are	posed	at	a	later	interview	stage	(Marshall	et	al.,	2013).	
When	 determining	 saturation,	 it	 is	 important	 to	 determine	 the	 degree	 to	 which	 it	 is	
perceived	as	an	event	or	process.	Many	authors	label	saturation	as	a	‘point’,	which	implies	
that	it	is	a	separate	event	that	the	analyst	can	distinguish	as	such	(Mason,	2010;	Liang	et	
al.,	 2013;	 Saunders	 et	 al.,	 2018).	 Conversely,	 given	 the	 possibility	 that	 the	 ‘new’	 can	
always	arise,	saturation	has	been	defined	as	a	‘matter	of	degree’,	and	therefore	the	focus	
of	 saturation	 should	 be	 to	 reach	 the	 point	where	 it	would	 be	 ‘counter-productive’	 to	
acquire	more	data,	and	the	general	narration	is	no	longer	enhanced	by	the	‘new’	(Strauss	
and	 Corbin	 1998).	 Likewise,	 Mason	 (2010)	 referred	 to	 the	 point	 where	 additional	
collection	of	data	produces	‘diminishing	returns’.	Indeed,	such	an	incremental	method	to	
achieve	saturation	has	been	adopted	by	several	authors.	For	instance,	in	their	interview-




representing	 the	 researcher’s	 perception	 that	 an	 adequately	 deep	 theoretical	
comprehension	has	been	attained,	was	proposed	as	a	more	suitable	notion,	especially	in	
terms	of	grounded	theory.	







it	 is	 more	 appropriate	 to	 emphasise	 that	 it	 is	 up	 to	 the	 analyst	 to	 determine	 when	













4)	 and	participant	 information	 sheets	 (Appendix	5)	provided	 for	nurses	who	might	be	
interested	 in	taking	part.	 I	was	able	to	develop	rapport	and	trust	with	the	prospective	
participants	as	a	result	of	the	interactions	during	these	meetings.	This	also	allowed	the	
potential	 participants	 to	 ask	 questions	 regarding	 the	 study	 and	 the	 nature	 of	 their	
participation,	 whilst	 also	 enabling	 me,	 as	 the	 researcher,	 to	 determine	 which	 of	 the	





preparation	 stage	 essentially	 begins	 prior	 to	 the	 participants	 being	 selected.	 It	 is	
important	 for	 researchers	 to	 gain	 some	 level	 of	 understanding	 into	 the	 lives	 and	








Agreeing	 to	 take	 part	 in	 a	 research	 interview	 can	 cause	 interviewees	 to	 feel	 anxious,	









research,	 and	 answer	 any	 questions	 the	 potential	 participants	 may	 have	 had.	 The	
researcher	 also	 met	 with	 the	 participants	 while	 consent	 was	 being	 taken	 before	 the	
interviews	took	place,	and	further	build	rapport	with	the	interviewees.	Additionally,	all	
interviewees	were	informed	ahead	of	time	that	the	interviews	would	be	audio	recorded,	






interviewee,	 with	 participants	 encouraged	 to	 share	 their	 thoughts	 and	 experiences	
relating	to	the	research	questions	(Gill	et	al.	(2008).	Individual	semi-structured	interviews	
were	carried	out	as	 the	primary	data	collection	method	 in	 this	 study.	 In	order	 to	gain	
consistency,	 as	 the	 researcher	 I	 was	 also	 the	 only	 interviewer.	 The	 semi-structured	










In	 addition	 to	 the	 interview,	 participants	were	 provided	with	 a	 brief	 questionnaire	 to	
collect	demographic	data	before	the	interviews	began.	This	enabled	me	to	gather	relevant	
information	 to	 give	 context	 to	 my	 subsequent	 analysis.	 Information	 such	 as	 the	






The	 interviews	were	 audio	 recorded,	with	 consent	 to	 do	 this	 being	 provided	 by	 each	
participant	beforehand.	Written	notes	were	also	taken	with	regards	to	any	behaviours	
that	may	 not	 have	 been	 captured	 in	 the	 recordings,	 such	 as	motions,	 gestures,	 facial	
expressions	and	intonation	of	speech	(Crist	and	Tanner,	2003).	Prior	to	the	analysis	stage,	


























the	ward	 to	make	 it	 easier	 for	 the	 nurses	 to	 participate	 in	 the	 interview.	 The	 Arabic	
language	 was	 also	 used	 during	 the	 interviews	 for	 the	 nurses’	 convenience,	 and	 to	
maximise	participation.	Whilst	the	primary	 language	spoken	at	the	Al	Amal	Complex	 is	




in	 the	 same	 Psychiatric	 Hospital.	 On	 occasion	 this	 presented	 a	 challenge,	 since	 the	
participants'	 colleagues	 were	 aware	 of	 who	 was	 being	 interviewed	 and	 when	 the	
interview	was	taking	place.	Nevertheless,	as	the	researcher	I	sensed	empathy	and	respect	















not	delegate	the	 interview	sessions	to	other	 individuals	and	carries	out	 the	 interviews	









by	 using	 conversational	 probes,	 prompting	 the	 participant	 to	 share	more	 about	 their	








and	 perceptions	 as	 the	 research	 progresses	 (Pillow,	 2003).	 This	 is	 based	 on	 the	
assumption	 that	 the	 researcher	will	 begin	 the	 research	with	 a	 number	of	 pre-existing	




bias	 compared	 to	 quantitative	 studies,	 with	 the	 interests	 and	 preferences	 of	 the	
researcher	having	a	greater	potential	to	influence	the	way	that	the	research	is	carried	out,	
as	well	as	the	findings	of	the	research	(Bryman,	2006).	The	influence	of	the	researcher’s	





of	accessibility,	 the	disadvantage	 in	having	 this	 knowledge	was	 that	many	of	 the	 staff	
found	 it	 difficult	 to	 shift	 from	 their	 perception	 of	 me	 as	 a	 visiting	 mentor	 from	 the	






myself	 as	 a	 student	 at	 the	University	 of	 Salford	by	wearing	my	 student	 ID	 badge	 and	
wearing	informal	clothing	whilst	present	at	the	hospital.	Moreover,	as	the	researcher	I	
considered	my	part	 in	the	process	in	order	to	uphold	ethical	standards	and	permit	the	













There	 is	much	debate	over	how	best	 to	determine	 the	quality	of	qualitative	 research.	
Whilst	researchers	such	as	Tobin	and	Begley	(2004)	assert	that	quality	assessment	should	
be	 carried	out	 in	 the	 same	way	 for	both	quantitative	 and	qualitative	 research,	 others	
(Tudor	et	al.,	2013)	suggest	that	different	evaluation	techniques	should	be	used	since	the	
two	 approaches	 differ	 significantly.	 The	 trustworthiness	 of	 the	 research	 has	 been	
suggested	as	the	key	measure	of	the	quality	of	qualitative	research	(Hadi	and	Closs,	2016).		
As	a	novice	researcher	I	communicated	with	my	supervisors	throughout	the	study	process	
in	 order	 to	 ensure	 that	 the	 trustworthiness	 of	 the	 research	 was	 supported	 by	 more	
experienced	 researchers.	My	 supervisors	 reviewed	 the	 interview	questions	before	 the	
interviews	were	 carried	out	 in	 order	 to	 ensure	 that	 they	were	open-ended,	 clear	 and	
relevant.	Following	transcription,	 I	 then	analysed	each	 interview,	with	excerpts	 from	a	

















using	 different	 criteria	 is	 held	 by	 myself	 in	 regard	 to	 the	 current	 study,	 as	 they	 are	





experiences,	 as	well	 as	 the	 likelihood	 that	 the	 same	 results	 could	 be	 replicated	 if	 the	
research	were	to	be	repeated	(Krefting,	1991).	Krefting	also	notes	that	qualitative	studies	












numerous	 descriptions	 could	 be	 considered	 and	 there	 was	 some	 process	 checking	
regarding	codes	and	themes	I	had	initially	ascribed.	This	comparison	was	carried	out	both	
at	 the	 start	 of	 the	data	 analysis	 phase	 and	halfway	 through	 the	data	 analysis	 process	
(Krefting,	1991).	This	strengthened	the	confirmability,	dependability	and	credibility	of	the	
research.	 The	 credibility	 of	 the	 research	 was	 also	 supported	 through	 regular	
communication	 between	myself	 and	my	 supervisors,	 which	 also	 enabled	 insights	 and	
findings	to	develop	as	the	research	process	continued.	Moreover,	I	shared	a	summary	of	




















was	 also	 supported	 by	 acknowledging	 that	 the	 participants	 may	 have	 a	 unique	




out.	 In	addition,	 researchers	are	 required	 to	present	a	 full	description	of	 the	 research	
population	 and	 setting	 to	 allow	 readers	 to	 form	 their	 own	 judgement	 as	 to	 how	
transferable	 the	 findings	 are	 (Krefting,	 1991;	 Tobin	 and	Begley,	 2004).	 Therefore,	 this	
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are	 consistent	 (Gunawan,	 2015;	 Connelly,	 2016).	 Since	 coding	was	only	 performed	by	
myself,	inter-coder	reliability	was	not	relevant.	However,	in	order	to	ensure	agreement	


















emotional	 or	 psychological	 distress	 was	 reported	 or	 observed	 amongst	 any	 of	 the	
interviewees	during	their	engagement	in	the	research.		
4.13	Interview	transcript	translation	
The	 first	 step	 towards	 analysing	 the	 interviews	was	 to	 transcribe	 them	 verbatim.	 The	
transcript	must	remain	true	to	what	each	participant	said.	This	means	that	transcriptions	
must	 include	 pauses,	 mis-hearings	 and	 speech	 dynamics	 (Biggerstaff	 and	 Thompson,	
2008).	 In	 the	 present	 study,	 interviews	 were	 carried	 out	 in	 Arabic.	 For	 this	 reason,	 I	





It	 is	 difficult	 to	 ensure	 trustworthiness	 in	 qualitative	 research	 where	 the	 need	 for	
language	translation	occurs.	It	is	critical	that	the	translator	is	observant,	conducts	back-
translations	and	accounts	for	culture	and	language	differences.	These	are	key	issues	that	




is	 at	 the	 heart	 of	 successfully	 overcoming	 translation	 dilemmas.	 Attempting	 to	










by	 all	 researchers	 as	 it	 is	 not	 only	 flexible,	 but	 also	 provides	 the	 foundational	 skills	
required	 for	 several	 other	 qualitative	 analytic	 methods	 (Vaismoradi	 et	 al.,	 2013).	




Qualitative	 analysis	 can	 be	 classified	 into	 those	 that	 stem	 from	 an	 epistemological	 or	
theoretical	position	and	those	that	do	not	depend	on	theory	or	epistemology	(Caelli	et	




method,	 it	 is	also	popular	as	a	qualitative	method	for	data	analysis	 (Vaismoradi	et	al.,	
























account	 and	 thus	 its	 theoretical	 position	 must	 be	 established.	 There	 exist	 several	
assumptions	within	a	theoretical	framework,	such	as	the	type	of	data	that	is	present	or	
their	 real-world	 implications	 and	 relevance.	 It	 is	 important	 to	 clarify	 this	 when	
undertaking	thematic	analysis.	
4.14.2	Why	I	choose	to	use	thematic	analysis.	









such	 that	 the	 researcher’s	 analysis	 of	 the	 data	 correlates	 closely	 to	 that	 provided	 by	
participants.	 In	 contrast,	 the	 ‘top	 down’	 approach	 to	 analysis	 and	 coding	 of	 data	 is	 a	
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This	 is	 especially	 true	 for	 data-driven	or	 inductive	TA	using	 a	 bottom	up	 approach	 for	
developing	themes,	as	was	the	case	in	the	present	study.	McLeod	(2011,	p145)	uses	music	






that	 is,	McLeod’s	 ‘musical	 cues’.	McLeod’s	 concept	of	 the	 composition	of	musical	 cues	
corresponds	with	this	study’s	analysis	of	themes	present	in	various	texts,	as	well	as	the	
significance	given	to	interrelationships	among	themes	during	analysis.	
A	 researcher’s	 subjectivity	 is	 important	 for	 analysis	 so	 that	 appropriate	 judgements	
regarding	what	aspects	are	important,	noteworthy,	and	related	can	be	made.	This	adds	to	
the	analytic	process.	Moreover,	as	themes	are	related	to	what	holds	specific	meaning	for	






perceives	 the	 world.”	 McLeod	 emphasises	 that	 to	 identify	 themes,	 as	 well	 as	 their	
interrelationships,	 the	 researcher	 must	 take	 an	 associate	 and	 sensing	 approach	 in	









step-by-step	 guidelines	 are	 not	 rules	 and	 some	 flexibility	 should	 be	 applied	 when	
analysing	data	(Patton,	1990).		
Phase	1:	Familiarising	myself	with	my	data	
As	 in	 all	 qualitative	analytic	methods,	 in	 this	phase,	 I	 immersed	myself	 in	 the	data	by	
reading	the	textual	data	and	listening	to	the	audio-recordings	multiple	times.	In	this	phase	
I	made	notes	about	 the	data	while	 reading	or	 listening	 to	 it,	writing	 comments	 in	my	
notebook	to	focus	on	what	I	believed	to	be	potentially	important	aspects	of	the	data.	At	
this	 stage,	 the	 notes	 I	made	 helped	me	 read	 the	 data	 as	 data.	 Reading	 data	 as	 data	
involves	an	active,	critical,	and	analytical	reading	of	the	words,	as	opposed	to	a	surface	
reading	like	I	would	read	a	novel	or	magazine	(Alhojailan,	2012).	It	involves	thinking	about	
what	 the	data	means	by	asking	questions	such	as	 ‘How	does	 this	participant	 interpret	
their	experiences?’,	‘What	are	their	assumptions	when	interpreting	these	experiences?’,	
‘What	 is	 the	 type	 of	 world	 that	 their	 interpretation	 reveals?’	 My	 notes	 generally	
resembled	a	stream	of	consciousness	and	ideas	jotted	down	for	my	benefit.	These	notes	









can	be	 considered	an	 important	phase	 in	 analysing	data	within	descriptive	qualitative	
methodology.	Data	analysis	was	dependent	on	my	 familiarity	with	 the	data.	However,	





were	 its	 interesting	 aspects,	 Phase	 2	 began.	 In	 this	 phase,	 initial	 codes	were	 used	 to	









I	 followed	Charmaz	and	Mitchell’s	 (2001)	process	to	develop	a	manual	coding	 index	 in	
which	 I	 reviewed	 the	 transcripts	 and	 labelled	 those	 aspects	 that	 seemed	 potentially	
important.	Using	this,	 I	developed	codes	which	were	a	pattern	of	statements	or	words	
related	 to	 a	 significant	 meaning	 (Vaismoradi	 et	 al.,	 2016).	 These	 codes	 descriptively	





I	 was	 subjected	 to	 many	 incidents,	 including	 verbal	 and	
physical	 and	 I	 used	 to	 verbal	 violence	 from	 patient	 and	
family,	but	one	incident	I	was	hit	by	a	patient	and	affected	










assigned	when	participants	 identified	similar	meanings	or	situations	 in	the	transcript.	 I	
placed	 these	 codes	 in	 the	 text’s	 margin	 (Vaismoradi	 et	 al.	 (2016).	 Initially,	 however,	














the	 themes	 that	have	been	 identified.	 I	began	analysing	my	codes	and	examined	how	
these	different	codes	could	potentially	form	an	overarching	theme.	I	wrote	down	each	
code	with	a	brief	description	on	different	pieces	of	paper	and	shuffled	the	pieces	around	
to	organise	 them	according	 to	 the	 relevant	 themes.	While	 some	codes	became	major	
themes,	others	were	more	suited	as	sub-themes	or	were	discarded.	
Phase	4:	Examining	themes		
Once	 a	 set	 of	 potential	 themes	 are	 established,	 Phase	 4	 begins.	 This	 phase	 involves	














not	have	 fitted	with	 the	 theme.	 If	 it	was	 the	 latter,	 I	worked	on	my	 theme	again	and	

















I	 began	 coding	 these	 too.	 It	 is	 important	 to	 remember,	 however,	 that	 coding	 and	








phase,	 I	 defined	 the	 themes	 and	 refined	 them.	Here,	 ‘defining	 and	 refining’	 refers	 to	
determining	the	‘essence’	of	each	theme	and	of	all	the	themes	together,	and	identifying	
the	aspects	of	the	dataset	to	which	each	theme	applies	(Braun	and	Clarke,	2006).	Each	
individual	 theme	required	me	to	analyse	 them	 in	detail.	Apart	 from	determining	what	
each	theme	is	conveying,	it	was	crucial	to	contemplate	how	each	themes’	‘story’	fits	into	
the	 overall	 ‘narrative’	 told	 by	 the	 data	 as	 a	 whole	 and	 as	 it	 pertains	 to	my	 research	
questions.	 This	 also	 ensures	 that	 the	 themes	 do	 not	 overlap	 excessively.	 Therefore,	 I	




themes	existing	within	 themes.	Sub-themes	can	help	 in	 structuring	complex	and	 large	

























																 	 	 								Chapter	5:	Findings			
This	chapter	will	commence	with	a	presentation	of	demographic	information	relating	to	
the	nine	registered	female	nurses	who	took	part	in	the	research.		Following	this,	a	detailed	




formed	 the	 sample	 in	 this	 study.	 All	 nine	women	 had	 undertaken	 generic	 training	 to	
become	a	registered	nurse.	The	women	had	an	average	of	12.5	years'	experience	working	






















































In	 order	 to	 provide	 evidence	 to	 support	 the	 findings,	 direct	 quotations	 from	 the	
transcripts	 have	 been	 used,	 as	 this	 enriches	 the	 transparency	 of	 the	 research.	 To	
























Within	 this	 overarching	 theme,	 participants	 described	 what	 happened	 to	 them	 with	
respect	to	violence	 in	the	workplace.	As	shown	in	Table	6	above,	this	theme	has	been	











































their	 family	 members	 towards	 nurses.	 The	 physical	 violence	 that	 was	 reported	 took	
several	forms,	including	being	‘’trapped,	being	struck,	seized,	thumped,	throttled	or	being	





involve	physical	violence,	 some	of	 them	 involved	simultaneous	verbal	assaults	such	as	
swearing,	threats	and	offensive	comments.						

























The	 study	 participants	 stated	 that	 nurses	working	 in	 the	 psychiatric	 department	 fully	
expect	 to	be	assaulted,	as	 it	 is	 inevitable	and	considered	part	of	 their	 job	as	a	mental	
health	nurse.		
''I	 have	 been	 subjected	 to	many	 incidents,	 including	 hitting	 and	 using	words,	 but	 this	
always	happens	to	us	as	mental	health	nurses''	(RN3,	p1).	
These	expectations	were	described	by	the	nurses	in	such	a	way	that	they	appeared	to	be	




















However,	 one	participant	 claimed	 that	 the	nurses	working	on	 the	morning	 shift	were	
exposed	to	most	of	the	violence.		
In	 summary,	 ‘’The	 Occurrence	 of	 Violence’’	 theme	 identified	 ways	 in	 which	 the	
participants	defined	violence	and	 the	 types	of	 violent	acts	 they	had	been	exposed	 to,	
including	 those	 from	 patient’s	 relatives.	 In	 addition,	 participants	 also	 voiced	 how	 the	
experience	of	patient	violence	was	a	normal	aspect	of	their	role	as	a	nurse	when	working	
on	the	psychiatric	unit,	with	what	appeared	to	be	passive	acceptance	of	this	situation.	































































































also	 found	 to	 be	 a	 nurse-related	 factor	 contributing	 to	 patient	 violence.	A	 number	 of	
participants	made	comment	on	this;	
























should	 mirror	 the	 service's	 mission	 and	 vision,	 support	 personal	 responsibility	 and	

































attaching	 violence	 to	 a	 diagnosis,	 but	 rather	 to	 the	 individual’s	 personality.	 The	
participants	 perceived	 patients’	 ability	 to	manage	 stress	 and	 anxiety,	 as	 well	 as	 their	
















	One	 participant	 (RN3,	 P1)	 described	 substance	misuse	 as	 being	 a	 direct	 contributing	
factor	to	violent	behaviour	in	hospital	“I	think	addiction	plays	a	significant	role	in	violence	




The	 study	 participants	 believed	 delusions	 and	 hallucinations	 that	 is	 related	 to	 patient	
mental	 illness	could	trigger	aggression	outbursts	and	such	factors	may	be	described	as	




Workplace-related	 factors	 are	 the	 conditions	 within	 the	 hospital	 which	 can	 promote	
patient	violence,	and	which	are	the	hospital's	responsibility	to	manage.	These	factors	can	
be	 further	 sub-divided	 into:	 (a)	managerial	 factors;	 (b)	 environmental	 factors;	 and	 (c)	
factors	related	to	doctor-patient	communication.	
a)	Managerial	Factors	






and	 the	provision	of	 conflicting	 information.	 The	 study	participants	 all	 concurred	 that	







As	 well	 as	 influencing	 the	 levels	 of	 patient	 frustration	 and	 aggression,	 an	 increased	





setting	 ranged	 from	 6:25	 to	 4:25.	 The	majority	 of	 participants	 who	were	 exposed	 to	





The	 findings	 of	 this	 study	 also	 demonstrated	 insufficient	 education	 amongst	 staff	
regarding	workplace	violence	also	 impacts	on	 the	escalation	of	violent	behaviour.	The	
participants	highlighted	the	importance	of	further	education	regarding	how	to	approach,	





Some	 participants	 identified	 hospital	 environment-related	 factors	 that	 they	 thought	
impacted	on	the	potential	for	patient	violence.	Such	factors	included	the	lack	of	activities	
for	patients	 to	engage	 in	while	 they	were	on	the	ward.	Two	participants	 (RN	4	and	1)	











themselves,	 especially	 with	 different	 psychiatric	 conditions	 and	 personality	 disorders	
being	all	together	in	limited	space”	(RN1,	p2).		






recreational	 or	 therapy-based	 sessions,	 group	 activities	 or	 simply	 by	 socialising	 in	
common	spaces.	One	participant	in	the	study	described	conflicts	between	patients	on	the	

















their	 illness,	 better	 understand	 the	way	 in	which	 the	 hospital	 delivers	 care,	 including	
policy,	 and	 have	 more	 reasonable	 expectations	 regarding	 how	 mental	 health	
professionals	can	help	them.	Raising	patients’	awareness	and	understanding	of	hospital	

















that	 the	 stigma	 surrounding	mental	 illness	 in	 the	 KSA	 is	 one	 of	 the	 key	 socio-cultural	
factors	contributing	to	increased	violence	and	aggression	among	people	who	are	mentally	
ill.	 This	 stigma	 arises	 from	 a	 tendency	 for	 Saudi	 society	 to	 ascribe	mental	 illness	 to	 a	





















screaming	and	beating	…….	 the	 low	 level	of	 family	support	and	visits	 to	those	patients	
makes	them	aggressive	toward	the	health	care	team''	(RN5,	p2).	








son	hasn't	 come	 to	 take	her.	 So	 she	was	 very	angry	and	 irritated	and	 found	a	way	 to	
express	this	anger	by	attacking	me.	Yes	we	are	face	to	face	with	patients,	they	blame	us	
for	everything''	(RN4,	p1).	





In	 summary,	 the	 theme	of	 ‘’The	Determination	of	Violence’’	presented	 the	 findings	 in	
relation	to	triggers	and	contributory	factors	for	violence	that	occurs	within	the	hospital	















dissatisfaction,	 reduced	 productivity	 and	 ultimately	 resignation	 from	 the	 nursing	





















was	 then	 that	 the	 participants	 generally	 reported	 having	 felt	 fear,	 demonstrated	 in	
statements	such	as:	“I	was	extremely	anxious	and	scared”	(RN6,	p2),	or	“I	constantly	felt	
scared	and	unsafe	all	the	time”	(RN1,	p3).	The	participants	were	not	only	concerned	for	
their	 immediate	safety;	 they	also	 tended	 to	worry	over	what	 the	 final	outcome	might	
have	been	under	different	circumstances,	or	what	might	happen	in	future	incidents.	For	
example,	two	participants	explained:	''I	still	feel	scared,	unsafe,	and	stressed	all	the	time''	

































The	 extent	 to	 which	 physical	 violence	 affected	 the	 nurse's	 ability	 to	 function	
professionally	 depended	 upon	 the	 perceived	 severity	 of	 the	 occurrence.	 Some	





described	 a	 sense	 of	 decreased	 empathy	 towards	 the	 patient.	 For	 example,	 two	
participants	suggested:		








to	 suppress	 violence	 and	 uphold	 her	 own	 safety.	 Conversely,	 in	 an	 attempt	 to	 avoid	
violence,	the	nurse	may	become	increasingly	cautious	towards	patients,	as	described	by	























































Many	 participants	 recognised	 feelings	 of	 desensitisation	 towards	 patient	 violence,	 a	
response	which	was	perceived	as	both	a	negative	consequence	of	the	experience	and	a	
positive	mechanism	for	coping	with	it.	Three	of	the	participants	claimed	to	have	become	




also	 considered	 patient	 violence	 could	 lead	 to	 their	 resignation	 from	 acute	 inpatient	
psychiatry	in	favour	of	other	work:		
''I	said	to	myself	I	have	to	switch	to	another	section.''	(RN4,	p3).		
































Many	 participants	 perceive	 violence	 in	 the	 psychiatric	 unit	 as	 just	 part	 of	 the	 job;	 an	












are	 rarely	offered	any	 two-way	verbal	 support,	 in	either	a	 formal	or	 informal	 context,	
following	 the	 incident.	 The	 lack	of	attention	offered	 to	 those	who	have	been	violated	
could	 contribute	 to	 the	 detrimental	 impact	 of	 the	 experience.	 Moreover,	 some	












These	 observations	 suggest	 that	 the	 administration	 does	 not	 acknowledge	 the	
importance	of	providing	the	necessary	support	to	nurses	who	have	been	threatened	or	
assaulted.	 The	 participants	 assert	 that	 managers	 and	 administrators	 must	 prioritise	
various	 forms	 of	 support	 if	 violence	 in	 the	 workplace	 is	 to	 be	 combatted.	 Most	
participants	 felt	 saddened	 and	 disappointed	 by	 their	 managers’	 lack	 of	 support	 and	







Although	 the	 study	 participants	 generally	 expected	 support	 from	 nurse	 leaders	
(managers,	 administrators,	 or	 senior	 staff	who	provide	 training),	 this	 expectation	 falls	
somewhat	short	of	reality.	This	resulted	in	enhanced	levels	of	stress	along	with	feelings	
of	 suspicion,	 frustration	 and	 generally	 having	 been	 let	 down	 on	 the	 part	 of	 the	
participants.	 Repeated	 examination	 of	 the	 data	 clarified	 that	 every	 participant	
experienced	a	recurrent	lack	of	support	from	senior	staff	and	managers	during	incidents	
of	violence.	Moreover,	this	inadequate	support	was	repeatedly	described	in	similar	terms;	














Many	nurses	described	 the	 lack	of	managerial	 support	 as	promoting	 feelings	of	 being	
criticised	in	the	work	setting.	The	managers	can,	themselves,	appear	aggressive	as	they	
continually	 scold	 staff	or	 threaten	 them	with	performance	assessments	or	disciplinary	





















Most	participants	 reported	having	no	 support	 from	 their	 colleagues	 after	 an	 incident,	





















Participants	 in	 this	 study	 highlighted	 the	 importance	 of	 discussing	 their	 feelings	 with	








gender	 segregated,	 including	 the	 psychiatric	 unit	 where	 this	 study	 was	 undertaken.	












































Study	 participants	 indicated	 that	 Saudi	 culture	 generally	 regards	 nursing	 as	 an	









of	 the	 experience	 (short-term).	 The	 reported	 positive	 impacts	 included;	 an	 enhanced	
awareness	of	risk,	improved	focus	on	the	patient,	heightened	awareness	of	the	nurse's	
duty	of	care,	and	an	increased	sense	of	self-regard.	Moreover,	positive	outcomes	were	

















According	 to	participants,	 this	 lack	of	 support	was	at	organizational	 level,	with	 limited	
support	 from	 colleagues	 and	 family,	 the	 latter	 being	 due	 to	 cultural	 issues.	 However,	
participants	also	identified	some	positive	impacts	of	patient	violence,	including	enhanced	
awareness	 of	 risk	 during	 their	 rostered	 duty.	 The	 next	 theme	 will	 focus	 on	 the	
participants’	perceptions	of	how	violence	on	psychiatric	wards	might	be	reduced.	
5.6	Theme	4:	The	Elimination	of	Violence	






















''There	 must	 be	 an	 intensive	 training	 course	 for	 nurses	 on	 how	 to	 deal	 with	 irritable	
patients	and	strategies	to	deal	with	aggressive	and	irritated	patients.''	(RN4,	p3).		











At	 unit	 level,	 the	 study	 participants	 recognised	 a	 range	 of	 needs	 for	 avoiding	 patient	
violence,	such	as	more	physical	space	for	patients	(including	appropriately	equipped	and	
stocked	 therapeutic	 spaces,	 e.g.	 quiet	 rooms	 or	 comfortable	 rooms),	 along	 with	 an	
increased	programme	of	activities:		
''Making	 fun	and	activities	 for	patients,	as	 this	 removes	 the	bored	 feeling	and	builds	a	





''Doubling	 the	 number	 of	 nurses	 and	 improving	 their	 skills	 to	 deal	 with	 patients	 with	
mental	illness,	especially	with	patients	who	stay	long	in	the	hospital''	(RN9,	p3).		
The	 participants	 believed	 that	 increasing	 the	 nurse-patient	 ratio	 would	 help	 prevent	















in	order	 to	minimise	 the	 risk	of	violence.	Currently,	each	ward	where	 the	participants	
worked	differed	in	its	levels	of	teamwork	and	collaboration,	but	everyone	agreed	that	it	

















simply	 raise	 the	 patients'	 anxiety	 levels	 while	 they	 are	 living	 through	 a	 psychological	
emergency,	and	lead	to	higher	levels	of	violence	(Muir-Cochrane	et	al.,	2012).	
A	number	of	participants	agreed	on	the	need	for	improved	hospital	policies	regarding	the	
management	 of	 patient	 violence,	 along	 with	 well-defined	 requirements	 for	 patient	









































workplace	 were,	 on	 most	 occasions,	 offered	 no	 form	 of	 official	 or	 social	 support,	
counselling	or	managerial	 protection.	 Furthermore,	 the	nurses	were	 instructed	not	 to	
inform	the	authorities	and,	hence,	 the	events	were	not	 investigated.	The	nurses	were	



























patient	 care;	 how	 to	 recognise	 agitation	 and	 evaluate	 risk;	 and	 knowledge	 of	 de-
escalation	strategies.	 It	was	also	seen	as	 important	to	avoid	placing	inexperienced	and	
less-knowledgeable	 nurses	 in	 potentially	 aggressive	 situations	 alone.	 The	 study	













Physical	 restraint	 was	 most	 frequently	 resorted	 to	 in	 cases	 of	 physical	 violence.	
Participants	 suggested	 this	 was	 to	 avoid	 and	 manage	 additional	 violence,	 while	
safeguarding	staff	and	other	patients.	
At	 that	 instant,	 and	 in	 those	 particular	 circumstances,	 these	 interventions	 were	
considered	 the	 least	 risky	 options.	 One	 participant	 stated,	 "Nurses	 have	 to	 protect	




into	 the	 participants’	 perceptions	 of	 potential	 strategies	 for	 reducing	 and	 reporting	
patient	violence.	For	a	nurse	to	achieve	the	prevention	of	violence	there	 is	a	need	for	
further	education,	as	the	participants	were	general	nurses	working	in	an	acute	psychiatric	

























Data	 presented	 in	 this	 chapter	 demonstrate	 how	 violence	 in	 the	 workplace	 impacts	
nurses	both	personally	and	professionally.	As	well	as	affecting	their	personal	 lives	and	







were	 no	 longer	 in	 the	 profession.	 However,	 this	 phenomenon	 is	 worthy	 of	 further	
research.	
The	 participants	 provided	 practical	 suggestions	 for	 potentially	 solving	 or	 limiting	 the	








The	 present	 study	 provides	 an	 insight	 into	 the	 level	 of	 violence	 experienced	 by	
participants	 in	 the	 workplace,	 along	 with	 an	 appreciation	 of	 the	 forms	 of	 violence	
involved.	 The	 quality	 and	 forms	 of	 support	 received	 by	 nurses	 following	 incidents	 of	
violence	have	also	been	explored.	These	findings	could	inform	nurses	and	managers	alike	






study	 findings	 indicate	 that	 participants	 felt	 isolated	 following	 a	 violent	 event	 and	
frequently	experienced	numerous	emotional	difficulties.	Appropriate	support,	including	
one-to-one	verbal	interactions,	has	the	potential	to	limit	the	impact	of	trauma	caused	by	
a	violent	 incident	on	a	mental	nurse.	The	findings	 from	this	study	clearly	 indicate	that	
participants	generally	felt	a	lack	of	support	from	their	managers	and	colleagues,	which	
further	 contributed	 to	 the	 issue	 of	 under-reporting.	 Despite	 the	 negative	 impact	 of	
patient	 violence,	 some	participants	 perceived	 positive	 outcomes	 of	workplace	 patient	












Patient	 violence	 against	 nurses	 has	 been	 identified	 for	many	 years	 and	 despite	 some	
progress	being	made	in	addressing	the	issue,	it	remains	largely	unresolved	(Roche	et	al.,	
2010;	Yang	et	al.,	2018).	Violence	 in	the	workplace	 is	an	 important	public	health	 issue	
(Mitchell	et	al.,	2014).	For	nurses,	their	health	and	quality	of	work	life	is	adversely	affected	
by	being	exposed	to	aggressive	or	violent	behaviour	on	the	part	of	patients	(Roche	et	al.,	








The	 aim	 of	 conducting	 this	 study	 was	 to	 gather	 in-depth	 qualitative	 data	 that	 would	
illuminate	how	nurses	working	in	an	acute	female	psychiatric	unit	in	the	KSA	experience	










violence	 to	 be	 considered,	 as	 revealed	 in	 the	 first	 theme	 presented	 in	 the	 previous	











having	 little	 or	 no	 common	 ground	 for	 acknowledging	 their	 responsibilities	 regarding	
patient	violence.	Such	issues	can	be	avoided	by	imposing	a	zero-tolerance	policy	so	that	









definitions	 are	 broader	 and	 consider	 that	 any	 type	 of	 intentional	 harmful	 behaviour	
towards	past	or	present	colleagues	and	the	organisation	constitutes	workplace	violence	
(Campbell	 et	 al.,	 2015).	 A	 comprehensive	 definition	 of	 workplace	 violence	 is	 more	
appropriate	 than	 a	 narrower	 one	 with	 regard	 to	 its	 scope	 and	 implications.	 The	
International	 Council	 of	 Nurses	 (2018)	 has	 issued	 a	 suitable	 definition	 of	 workplace	
violence,	describing	it	as	incidents	where	individuals	are	subjected	to	abuse,	threats	or	
assault	within	their	workplace,	compromise	of	their	safety,	and	well-being	or	health	being	




individually	 applying	 their	 own	 beliefs	 to	 this	 concept.	 This	 variation	may	 impact	 the	
actions	that	a	nurse	may	adopt	in	managing	patient	violence.	If	a	nurse	does	not	perceive	
a	patient’s	behaviour	as	aggressive	(for	example	verbal	aggression	is	considered	by	some	




to	whether	or	not	to	report	violence.	This	reinforces	the	notion	that	 it	 is	 important	to	





own	personal	definition	of	 violence.	This	personal	 variation	 in	perceptions	of	 violence	
compounds	the	challenge	of	devising	a	universal	standard	definition	of	patient	violence.	
This	 in	 turn,	 makes	 it	 difficult	 to	 reliably	 evaluate	 the	 extent	 of	 the	 problem	 and	 to	
understand	fully	the	experiences	of	nurses	(Hallett	et	al.,	2014;	Iozzino	et	al.,	2015).	
Furthermore,	 developing	 a	 reliable	 database	of	 the	 size	 and	nature	of	 the	problem	 is	
difficult	 because	 there	 is	 no	 consistent	 definition	 of	 patient	 violence	 across	 different	












Llor-Esteban	 et	 al.’s	 (2017)	 study,	were	 sarcasm,	 shouting	 and	 swearing;	 examples	 of	
physical	abuse	included	being	scratched,	spat	at	and	being	hit	with	a	hand,	fist	or	elbow	
(Llor-Esteban	et	al.,	2017).	Similar	violent	actions	have	been	reported	in	a	number	of	other	
studies,	 with	 physical	 violence	 being	 seen	 as	 potentially	 more	 harmful	 than	 verbal	
violence	(Pinar	and	Ucmak,	2011;	Aksakal	et	al.,	2015;	Al-Omari,	2015).	
Physical	violence	came	to	the	fore	in	the	present	work,	as	it	has	done	in	other	studies.	By	
contrast,	 investigations	 of	 verbal	 or	 emotional	 abuse	 are	 now	 also	 being	 reported	 in	
earnest	(Al-Omari,	2015;	Al-Azzam	et	al.,	2017).	Verbal	violence	cannot	be	automatically	

















and	 non-physical	 violence	 were	 inextricably	 linked	 in	 most	 cases,	 so	 that	 it	 can	 be	
deduced	that	non-physical	violence	constitutes	a	risk	factor	for	physical	violence	(Lanza	
et	al.,	2006).	Thus,	even	though	the	perpetrators	are	not	the	same,	physical	violence	is	
more	 likely	 to	occur	 in	 circumstances	where	 there	 is	 a	 high	 incidence	of	 non-physical	
violence	(Magnavita	and	Heponiemi,	2012)	.	
The	 hierarchical	 theory	 of	 patient	 aggression	 has	 been	 criticised.	 Lanza	 (1985)	 and	
Whittington	and	Patterson	(1996)	suggest	this	theory	portrays	physical	violence	as	the	
culmination	of	a	mounting	sequence	of	patient	actions,	starting	with	an	excess	of	emotion	
and/or	 verbal	 violence,	 violence	 against	 property,	 and	 eventually,	 physical	 violence	
against	a	person.	Verbal	violence	rarely	degenerates	into	actual	physical	violence	against	
a	person,	but	it	always	precedes	patient	physical	violence	when	it	does	occur	(Morrison,	
1992;	 Duxbury,	 2003).	 This	 prompted	 Spector	 et	 al.	 (2014)	 to	 suggest	 that	 the	
management	of	verbal	abuse	could	be	a	strategy	for	reducing	the	probability	of	physical	





The	 correlation	 between	 verbal	 and	 physical	 violence	was	 reinforced	 by	 a	 qualitative	
study	 undertaken	 by	 Shahzad	 and	Malik	 (2014),	 who	 found	 that	 verbal	 violence	 had	
nearly	 always	 been	 experienced	 by	 nurses	 who	 experienced	 physical	 violence	 at	 the	
hands	of	patients.	However,	(Çelik	et	al.,	2007)	and	Shahzad	and	Malik	(2014)	suggested	
that	nurses	could	experience	verbal	violence	not	 just	 from	patients,	but	also	 from	co-
workers,	thus	potentially	fostering	a	culture	of	violence	nurtured	by	verbal	violence	from	
both	patients	and	co-workers.	Whether	verbal	or	emotional,	non-physical	violence	can	
precipitate	patient	physical	violence.	 In	 the	present	study,	 the	majority	of	participants	
had	 experienced	 violence	 from	 patients,	 whilst	 some	 also	 experienced	 violence	 from	
relatives.	This	is	consistent	with	the	findings	of	other	studies,	which	reported	that	patients	
were	 the	 chief	 perpetrators	 of	 physical	 and	 verbal	 violence,	 followed	 by	 visitors	 and	
relatives,	and	other	healthcare	practitioners,	such	as	doctors	(Phillips,	2016;	Llor-Esteban	
et	al.,	2017).	Unless	violence	in	all	 its	various	forms	is	recorded	it	will	be	impossible	to	
develop	 prevention	 strategies	 that	 will	 appropriately	 serve	 patients,	 nurses	 and	
organisations	alike.	
The	elucidation	for	this	correlation	requires	additional	scrutiny.	It	is	possible	that	a	culture	
of	 disrespect	 is	 promoted	 by	 the	 acceptance	 of	 non-physical	 violence	 in	 healthcare	
contexts,	 which	 in	 turn	 promotes	 physical	 violence,	 regardless	 of	 whether	 the	
perpetrators	are	the	same	(Spector	et	al.,	2007).	Such	a	relational	or	systemic	view	of	
violence	 is	 in	 keeping	 with	 an	 expanded	 hierarchical	 theory	 of	 aggression	 (Morrison,	
1992),	 and	 applicable	 to	 the	 overall	 healthcare	 system	 rather	 than	 just	 to	 individual	
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starting	point	 for	minimising	or	preventing	physical	violence	 in	healthcare	contexts.	 In	
other	words,	physical	violence	can	be	diminished	by	curtailing	non-physical	violence	and	
thus	 causing	 a	 shift	 in	 policy	on	workplace	 violence	 (Aksakal	 et	 al.,	 2015).	 The	 aim	of	
minimising	non-physical	and	physical	violence	reflects	the	principles	of	occupational	and	
environmental	 health	 nursing	 to	 manage	 environmental	 risks,	 including	 workplace	
violence	and	other	psychosocial	risks,	and	to	create	a	work	environment	where	health	
and	 safety	 norms	 are	 upheld	 (McPhaul	 and	 Lipscomb,	 2005;	 Aksakal	 et	 al.,	 2015).	
However,	diminishing	non-physical	violence	is	a	goal	in	itself.	Non-physical	violence	was	




In	 a	 systematic	meta-analysis,	 the	 incidence	of	patient	 violence	against	mental	 health	
nurses	 is	 well	 recognised	 in	 acute	 mental	 health	 settings	 (Iozzino	 et	 al.,	 2015).	 In	
particular,	papers	included		in	this	review	reported	that	by	working	in	these	areas	they	















Ahmad	 et	al.	 (2015)	 found	 that	most	patient	 violence	occurred	during	 the	night	 shift.	
However,	the	results	of	these	two	studies	are	inconclusive	and	further	research	is	needed	
to	explore	time	and	its	relationship	to	violence	before	conclusions	can	be	made.	















the	perception	that	 it	 is	a	woman’s	duty	to	act	as	 family	nurturer	and	maintain	family	
cohesion	at	any	cost,	including	their	own	happiness	(Mobaraki	and	Soderfeldt,	2010).	
In	theory,	aspects	of	the	female	social	status	can	be	linked	with	violence	against	women	
in	 several	 ways.	 First	 of	 all,	 given	 that	 Saudi	 family,	 political,	 economic,	 and	 social	
structures	are	monopolised	by	men,	there	is	a	likelihood	that	the	implemented	policies	
and	norms	reflect	and	reinforce	the	notion	that	females	are	subservient	to	males	(Vyas	
















avoid	violence.	Alvi	et	al.	 (2011)	suggested	that	 female	 fear	was	connected	to	specific	
social	contexts	and	the	immediate	environment.	
Feminist	 theory	 maintains	 that	 men	 use	 fear	 to	 retain	 their	 dominance	 over	 social	
institutions	by	controlling	how	women	behave	or	preventing	women	from	engaging	 in	
various	 societal	 spheres	 (Yodanis,	 2004).	 Furthermore,	 women’s	 behaviour	 can	 be	
controlled	by	violence	even	if	they	have	not	experienced	violence	at	the	hands	of	men	
(Stanley,	2013).	
Awareness	 that	 horrendous	 violence	 does	 happen	 to	 other	 women	 is	 sufficient	 for	
women	to	regulate	how	they	behave	and	how	they	navigate	their	way	in	society.	Thus,	




















evident	 within	 the	 context	 of	 mental	 health,	 where	 professionals	 are	 authorised	 to	
apprehend	individuals	considered	to	be	ill	and	requiring	assessment	and/or	treatment.	







and	 consent	 in	 a	 system	 advocating	 detention	 and	 conformity	 (Grant,	 2009).	 Hence,	
empowerment	should	be	considered	within	a	setting	where	unequal	power	relationships	
prevail,	such	as	in	the	field	of	mental	health.	Christens	(2012)	suggests	the	lack	of	clarity	
within	 the	nursing	 literature	about	what	 constitutes	empowerment,	 and	what	 related	
strategies	 there	 are	 to	 address	 this,	 stems	 from	 the	 fact	 that	 nurses	 promote	
empowerment	with	no	thorough	consideration	of	the	notion	of	power.	
Foucault,	an	authority	on	the	matter	of	power	in	the	mental	health	field,	deemed	that	




what	 constitutes	 truth	 or	 “discourse”	 serves	 to	 legitimise	 power	 (Shiner,	 1982).	
Discourses	function	as	normalising	frameworks,	directing	individuals	on	how	to	behave	
and	how	to	perceive	the	world,	thus	acting	as	a	disciplinary	tool	(Foucault	and	Sheridan,	
1979).	 McNay	 (1994)	 argued	 that	 the	 way	 power	 was	 defined	 by	 Foucault	 lacked	










established	 therapeutic	 relationships	 as	 the	 central	 concern	 of	 nursing	 in	 the	 field	 of	
mental	 health	 (Hewitt	 and	 Coffey;	 2005;	 McAndrew	 et	 al.,	 2014).	 A	 therapeutic	
relationship	within	the	context	of	mental	health	nursing	aims	to	give	the	patient	the	sense	
that	he/she	is	a	worthy	individual	and	can	convey	their	thoughts	openly,	with	no	fear	of	
being	 dismissed	 (Sucala	 et	 al.,	 2012;	 Theodoridou	 et	 al.,	 2012).	 Furthermore,	 a	
therapeutic	relationship	should	promote	communication	that	affords	the	nurse	 insight	
into	 what	 the	 patient	 needs	 and	 thinks,	 and	 equips	 the	 patient	 with	 the	 ability	 to	














such	 policies	 and	 regulations	 in	 addition	 to	 providing	 clinical	 care,	 adding	 a	 sense	 of	
tension	 to	 the	 nurse-patient	 interaction.	 In	 the	 literature,	 other,	 broader	 factors	 also	
came	into	play	within	institutional	health	care	systems,	including;	heavy	workloads,	long	
waiting	times,	casual	 labour,	unclear	admission	policies	and	the	high	acuity	of	patients	




of	 nursing,	 power	 is	 a	 prerequisite	 for	 nurses	 to	 influence	 not	 only	 patients,	 but	 also	
doctors,	other	healthcare	practitioners,	as	well	as	other	nurses.	Nurses	cannot	perform	
their	 tasks	 successfully	 if	 they	do	not	have	power	 (Katriina	 et	al.,	2013).	Furthermore,	
nurses	lacking	power	have	a	lower	level	of	job	satisfaction,	and	are	more	likely	to	suffer	
burnout	 and	 depersonalisation	 (Laschinger	 et	 al.,	 2012).	 Another	 implication	 of	
powerlessness	among	nurses	is	that	patient	outcomes	are	less	than	ideal	(Manojlovich,	
2007).	These	considerations	call	for	the	effective	empowerment	of	nurses.		
However,	 to	move	towards	empowerment	nurses’	need	to	 feel	secure	and	safe	 in	the	
work	 they	 do.	 To	 achieve	 this	 hospital	 rules	 and	 policies	 need	 to	 be	 effectively	
implemented.	 Relationships	 between	 staff	 and	 patients	 should	 be	 professional,	
therapeutic,	safe	and	effective	with	mutually	agreed	boundaries	(Buhari,	2013).	Nurses	










care	 they	 need	 when	 nurses	 ignore	 them,	 which	 can	 have	 significant	 adverse	
repercussions	not	only	for	patient	health,	but	also	for	the	nurses	themselves.	Excessive	
involvement	 is	 associated	 with	 breach	 of	 boundaries,	 which	 can	 be	 damaging	 to	 the	
patients	and	it	occasionally	engenders		the	prioritisation	of	the	needs	of	the	nurses	rather	
than	those	of	the	patients	(Baca,	2011).	For	instance,	a	breach	of	boundaries	can	happen	
when;	a	nurse	shares	private	 information	with	a	patient,	expresses	 feelings	 towards	a	
patient,	accepts	gifts	from	patients	or	has	sexual	intercourse	with	a	patient	(Audet	and	











used	by	nurses,	as	this	can	be	subject	to	 interpretation	 	 (Valente,	2017).	For	example,	
excessive	nurse	involvement	can	be	implied	by	a	highly	amicable	and	inviting	tone.	It	is	
crucial	for	nurses	to	prioritise	patients’	best	interests	and	show	awareness,	not	only	of	
their	 feelings	 and	 attitude,	 but	 also	 of	 their	 cultural	 background.	 An	 unprofessional	
relationship	can	be	precipitated	by	the	perception	of	an	action	by	a	patient	in	Saudi	Arabia	
differently	from	a	patient	in	a	Western	country,	due	to	cultural	dissimilarities	(Karout	et	
al.,	 2013).	Hence,	nurses	 should	not	diverge	 from	 the	 zone	of	helpfulness	 and	 should	
never	lose	sight	of	the	professional	nature	of	their	relationship	with	patients	or	of	their	
specific	 role.	 In	 this	 way,	 nurses	 can	 avoid	 breaching	 professional	 boundaries	 with	
vulnerable	patients.	
The	relationship	between	nurse	and	patient	is	dependent	on	professional	boundaries	in	







staff	 are	 able	 to	maintain	 their	 professional	 integrity.	 Boundaries	 also	 function	 as	 the	
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Although	 maintaining	 non-negotiable	 boundaries	 and	 limitations	 within	 a	 psychiatric	


















relationship	 with	 the	 patients	 (Gallop,	 1998).	 The	 purpose	 of	 this	 relationship	 is	 to	
facilitate	objective	fulfilment	and	equip	patients	with	the	tools	needed	to	avoid,	resolve	




However,	 the	 results	 of	 this	 research	 and	 other	 recent	 studies	 have	 indicated	 that	
therapeutic	relationships	are	not	accorded	the	 importance	 in	clinical	contexts	that	the	
nursing	 literature	 stresses	 they	deserve	 (Cutcliffe	 et	 al.,	 2015;	 Cutcliffe	 and	McKenna,	






strictly	 controlled	 by	 the	 professionals,	 and	 were	 excessively	 administered	
pharmacological	 ‘treatments’	 (Cutcliffe	 et	al.,	2015).	Other	 studies	have	 reported	how	
mental	health	patients	felt	constricted	by	the	relationship	with	healthcare	practitioners	





self-disclosure,	 needed	 to	 be	 delineated	 better	 as	 they	 were	 initially	 devised	 for	
psychotherapy	 purposes	 and	 were	 not	 exclusively	 applicable	 to	 the	 nurse-patient	




were	 too	 controlling	 over	 seemingly	 trivial	 issues	 increased	 tension	 on	 the	ward.	 For	
example,	the	television	should	be	turned	off	at	10pm	in	the	common	room.	But	if	special	








one	 day	 which	 could	 be	 different	 the	 following	 day	 depending	 on	 the	 circumstances	
(Alexander	and	Bowers,	2004).		
Whether	fixed	or	flexible,	ward	rules	should	never	be	retaliatory	and	should	be	handled	
with	 respect.	 If	 staff	 apply	 rules	 without	 regard	 to	 the	 patient,	 this	 can	 result	 in	






relationship	 to	 the	 circumstances	 on	 the	 ward	 rather	 than	 to	 the	 client	 population.	
Moreover,	the	ward	environment	may	become	unstable	as	a	result	of	factors	including	
increased	workload,	 fewer	registered	nurses	or	sudden	changes	 in	patient	needs,	 thus	
increasing	the	risk	of	violence	(Roche	et	al.,	2010).	This	is	similar	to	the	findings	of	this	
research	where	nurse	 shortages	were	perceived	as	a	 cause	of	patient	 violence	by	 the	
participants.	
Dickens	et	al.	(2013)	reveal	that	aggressive	behaviour	from	patients	was	more	likely	to	
occur	at	certain	points	 in	 the	ward	routine,	especially	 those	that	occupied	staff	 to	the	
extent	 that	 they	 were	 less	 able	 to	 respond	 directly	 to	 patient	 demands.	 Such	 times	
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included	 handover,	 treatment	 times,	 dispensing	 medication	 and	 meal	 periods.	 In	
contrast,	the	current	study	identified	night	shifts	as	a	time	when	violence	is	more	likely	to	










demographic	 features,	 particularly	 being	 young	 and	 male	 (Nederlof	 et	 al.,	 2011).	










identifying	 substance	 abuse	 and	 mental	 confusion	 in	 the	 elderly	 as	 being	 important	
factors.	 	 It	 is	notable	that	the	participants	 in	this	study	did	not	emphasise	the	 internal	
factors	 relating	 to	 their	 own	 behaviour,	 which	 Renwick	 et	 al.	 (2016)	 suggest	 has	 the	
potential	to	create	conflict	with	patients,	as	behaviour	in	patients	may	be	escalated	by	a	
staff	 member’s	 inability	 to	 regulate	 or	 control	 their	 own	 frustration	 and	 anxiety	 in	
response	to	such	behaviour.	




that	 patients	 who	 had	 a	 history	 of	 violence	 were	 more	 likely	 to	 exhibit	 aggressive	
behaviour	towards	staff	and	patients	while	 in	hospital,	again	a	 factor	reiterated	 in	the	
literature	(Iozzino	et	al.,	2015).	In	the	current	study,	participants	suggested	that	substance	
abuse	 among	 patients	might	 also	 contribute	 to	 aggressive	 tendencies	 and	 could	 also	
indicate	that	the	patient	may	not	be	able	to	cope	with	stress	effectively.	The	perceptions	







increase	 the	 probability	 of	 violence	 in	 patients	 (Stone	 et	 al.,	 2011;	 van	 Leeuwen	 and	
Harte,	2017).		
Countries	 within	 the	 Arabian	 Gulf	 have	 seen	 a	 large	 increase	 in	 the	 prevalence	 of	




of	studies	have	discussed	the	factors	that	have	 led	to	an	 increase	 in	the	prevalence	of	





contrast,	when	patient-doctor	 communication	 is	deemed	effective,	patients	 state	 that	
they	 are	more	 satisfied	 with	 health	 care	 services	 (Ha	 and	 Longnecker,	 2010;	 Nagpal,	
2017).	 Cousin	 et	 al.	 (2012)	 advise	 that	 good	patient-doctor	 communication	 comprises	
elements	such	as	the	likely	duration	of	treatment,	hospital	rules	and	the	acceptance	of	
policies.	 It	 is	 therefore	 essential	 that	 health	 care	 professionals	 are	 trained	 to	











1968),	 whereby	 this	 dynamic	 model	 of	 conflict	 and	 social	 interaction	 identifies	 how	
individuals	instinctively	either	take	on,	or	attempt	to	manoeuvre	others	into	taking	on,	
the	role	of	victim,	rescuer	or	persecutor.	As	with	those	taking	on	the	role	of	a	‘victim’,	the	
present	study	participants	disowned	all	 responsibility	 for	 the	unfavourable	situation	 in	




















accelerate	 the	escape	of	others	 from	 their	 respective	parts	and	actions.	A	particularly	
beneficial	development	is	when	the	victim	begins	to	develop	a	more	mature	outlook,	to	




as	 victims	 must	 take	 on	 accountability	 for	 their	 own	 needs	 and	 begin	 to	 look	 after	
themselves.	They	can	only	escape	the	triangle	by	contesting	their	deep-seated	belief	in	
their	inability	to	look	after	themselves.	Rather	than	continuing	to	think	of	themselves	as	
disempowered,	 they	must	 recognise	 their	own	abilities	 to	 solve	problems	and	 to	 lead	
others.	The	only	possible	escape	route	is	the	acceptance	of	full	accountability	for	one's	
own	thoughts,	emotions	and	responses.	
The	 key	 factor	 was	 described	 as	 the	 development	 of	 robust,	 calming	 nurse-patient	
relationships;	 the	 nurse	 could	 potentially	 escape	 from	 the	 triangle	 by	 ensuring	 they	
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in	 the	 ward.	 Moreno-Poyato	 et	 al.	 (2016)	 presented	 a	 literature	 review	 describing	 a	




therapeutic	 relationship,	 such	 that	 patients	 frequently	 view	 mental	 health	 nurses	 as	
condescending,	paternalistic,	authoritarian,	or	intimidating.	Such	negative	feelings	on	the	
part	 of	 patients	 are	 likely	 to	 be	 associated	 with	 subsequent	 violence	 (Brunero	 and	
Lamont,	2010).	However,	Pelto-Piri	et	al.,	(2013)	assert	that	nursing	staff	are	completely	
capable	 of	 setting	 up	 meetings	 with	 patients	 in	 a	 form	 that	 enables	 the	 patient	 to	
communicate	without	recourse	to	violence.	
Effective	communication	with	the	patient	is	regarded	as	one	of	the	most	valuable	tools	in	








the	 victim	 or	 perpetrator,	 this	 may	 exclude	 other	 salient	 factors	 which	 will	 not	 be	
addressed	unless	they	are	first	recognised	(Cutcliffe	and	Riahi,	2013).	In	addition,	when	
these	internal	causes	are	attributed	to	nurses	or	other	healthcare	staff,	the	organisation	




It	 is	 suggested	 that	 it	 is	preferable	 to	 switch	 the	 focus	 from	a	 violent	 ‘individual’	 to	a	
violent	 ‘incident’	 as	 the	 latter	 approach	 acknowledges	 that	 a	 range	 of	 internal	 and	
external	factors	are	involved	when	an	incident	occurs	(Jansen	et	al.,	2005;	Whittington	






the	needs	of	patients	 led	 to	 frustration	among	patients	and	thus	 to	more	 incidents	of	
violence	(Staggs,	2013).	Najafi	et	al.’s	(2018)	qualitative	study	supports	this,	suggesting	








participated	 in	 the	 current	 study	 also	 attributed	 increased	 levels	 of	 violence	 to	 other	
nurses	not	being	specifically	educated	in	mental	health	nursing.	While	all	these	factors	
may	contribute	to	what	nurses	perceive	are	 increasingly	 frequent	and	severe	 levels	of	
violence,	it	is	also	likely	that	increasing	workloads	also	affect	their	perceptions,	as	mental	
health	 nurses	 have	 been	 identified	 as	 being	 vulnerable	 to	 exhaustion	 and	 burnout	
(Kowalski	et	al.,	2010;	Van	Bogaert	et	al.,	2013;	Alenezi	et	al.,	2019).	As	well	as	potentially	
leading	to	a	 lack	of	patience,	nurses	have	 less	time	to	complete	their	work	or	care	for	






space.	 In	 the	 present	 study,	 participants	 believed	 lack	 of	 activities	 on	 the	 unit	 led	 to	
boredom	and	hence	to	violence,	a	finding	in	keeping	with	other	studies	(Newbill	et	al.,	
2010;	Parnell,	2012;	Cutcliffe	and	Riahi,	2013).	Once	a	patient	is	admitted	onto	a	ward,	









them.	 To	be	 able	 to	do	 this,	 staff	 require	 good	 lines	of	 sight	where	 they	 can	observe	
patients,	 but	 also	 areas	where	 they	 can	 engage	with	 patients	 either	 individually	 or	 in	
groups	(Magnavita,	2011).		




















to	 describe	 the	 physical	 setting	 of	 the	 wards.	 In	 the	 discipline	 of	 environmental	
psychology,	 spatial	 density	 refers	 to	 the	amount	of	 space	which	each	person	has	 in	 a	
physical	environment	(measured	in	square	feet	or	metres)	and	social	density	is	defined	
as	the	number	of	people	in	a	room	(Ulrich	et	al.,	2012).	Studies	of	other	environments,	




in	 psychiatry	 settings	 have	 characterised	 crowding	 as	 a	 simple	 matter	 of	 high	 bed	
occupancy	rates	on	wards	to	the	acuity	of	the	patient	(Virtanen	et	al.,	2011).	Ulrich	et	al.	
(2012)	suggest	other	studies	have	taken	a	wider	view	and	combined	a	range	of	terms,	
including	 downsizing,	 crowding,	 ward	 space,	 patient	 density	 and	 ward	 density.	 The	
frequently	used	term	"density"	(along	with	many	others)	is	rarely	given	a	clear	definition	
and	this,	along	with	the	absence	of	descriptions	of	the	physical	environment,	makes	 it	
challenging	 for	healthcare	architects	and	 researchers	 in	 related	 fields	 to	 shed	 light	on	
findings	 relating	 to	 overcrowding	 and	 aggressive	 behaviour	 on	 psychiatric	 wards.	










to	 clarify	 the	 link	 between	ward	 occupancy	 rates	 and	 aggressive	 behaviour,	 since	 no	
correlation	has	yet	been	established	on	this	issue.	Historically,	Baum	and	Paulus	(1987)	
noted	that	there	was	a	large	body	of	evidence	to	show	that	the	stress	which	comes	from	
crowding,	 and	 the	 aggression	 which	 follows,	 are	 connected	 to	 flaws	 in	 the	 physical	





environmental	 features.	 These	 features	would	allow	patients	 to	enjoy	privacy,	 control	
their	relationships	with	others,	avoid	sources	of	stress,	and	call	upon	helpful	and	effective	






























Stigma	 has	 been	 identified	 as	 a	 significant	 obstacle	 hindering	 individuals	with	mental	
health	problems	from	seeking	help	and	getting	treatment	(Thornicroft,	2008).	Through	
stigma,	 individuals	who	do	not	 comply	with	 the	established	norms	are	ostracised	and	
isolated	 from	 society.	 Thus,	 they	 become	 victims	 of	 discrimination,	 due	 to	 inaccurate	
perceptions,	 causing	 them	to	be	 feared,	 rejected	or	avoided	by	others	 (Mukolo	 et	al.,	
2010).	 At	 a	 global	 level,	 the	 mentally	 ill	 experience	 more	 difficulties	 due	 to	 being	
stigmatised,	 leading	 to	 psychiatric	 morbidity,	 relationship	 issues,	 social	 isolation,	 and	
restricted	opportunities	for	education	and	work	(Dockery	et	al.,	2015).	Therefore,	in	their	




problems;	with	somatic	metaphors	 (e.g.	 “having	a	dark	 life,”	 the	“heart	 falling	down”,	
“oppression	 in	 the	 chest”)	 often	 being	 cited	 by	 patients	 in	 the	 Arabian	 Gulf	 when	
describing	how	their	depression	feels.	In	a	UK	study,	(Cinnirella	and	Loewenthal,	1999)	
the	 impact	 of	 different	 types	 of	 religious	 faiths	 (i.e.	 Christianity,	 Islam,	Hinduism,	 and	
Judaism)	on	perceptions	of	mental	health	problems	was	explored.	Results	showed	those	











stigma	 of	 mental	 illness	 is	 a	 major	 factor	 preventing	 Arab	 people	 from	 seeking	
professional	help	(Gearing	et	al.,	2011).	Likewise,	the	literature	review	conducted	by	Ciftci	





mental	 illness.	 For	 instance,	 individuals	 suffering	 from	 mental	 health	 problems	 are	
believed	to	be	possessed	by	evil	spirits	(Jinn)	(Aloud,	2004;	Weatherhead	and	Daiches,	
2010).	 In	 addition,	 physical	 and	 psychological	 ailments,	 as	 well	 as	 unsuccessful	







(oqad),	 incantations	 and	 words	 expressed	 in	 writing	 or	 orally.	 Another	 common	






























confusion	 is	 intensified	when	 senior	 staff	 and	 colleagues	 respond	 in	 a	 non-supportive	










therapeutic	 relationships.	 In	 turn,	 this	 leads	 to	 the	 nurse	 adopting	 a	 de-personalised	
approach	 to	 the	 patient	 and	 substituting	 individualised	 interventions	 for	 more	
generalised	ones,	which	may	 lead	 to	 increased	 levels	of	 aggression,	 thus	generating	a	
vicious	circle	of	negative	relationships	(Ball,	2017).	
Depersonalisation	 is	 a	 facet	 of	 burnout.	 Burnout	 comprises	 three	 main	 categories;	
depersonalisation,	 emotional	 exhaustion	 and	 personal	 accomplishment	 (Maslach	 and	
Jackson,	1984;	Schaufeli	and	Maslach,	2017).	In	the	current	study,	participants	suggested	








Participants	 in	 this	 study	 also	 reported	 the	 physical	 effects	 of	 assaults	 from	 patients,	
including	‘facial	bruising’	and	the	sense	of	feeling	‘shaken’	or	‘exhausted’	by	the	violence.	
The	 reported	 injuries	were	 considered	 ‘minor’	 and	did	not	warrant	medical	 attention,	
which	could	be	a	reason	for	non-reporting.	However,	the	psychological	effects	appeared	
to	be	considerable	and	often	lasted	for	weeks	after	the	event	itself,	which	was	evidenced	















Spector	 et	 al.	 (2014)	 found	 nurses’	 abilities	 to	 interact	 with	 patients	 are	 negatively	
impacted	by	verbal	and	physical	 violence.	The	 findings	of	 this	 study	demonstrate	 that	
participants	 found	 it	 difficult	 to	 carry	 out	 their	 work,	 as	 they	were	 hypervigilant	 and	
avoided	certain	patients	who	were	assessed	as	being	high-risk	for	violence,	meaning	their	
care	would	be	restricted.	The	restriction	would	result	from	depersonalisation,	a	form	of	
high	 anxiety,	 which	 might	 stop	 the	 nurse	 from	 delivering	 compassionate	 care	 to	
potentially	violent	patients	(Spector	et	al.	2014).	Bigwood	and	Crowe	(2008)	found	that	
nurses	also	felt	that	violent	patients	were	time-consuming,	and	thus	reduced	the	time	
available	 to	 care	 for	 other	 patients.	 Diminished	 quality	 of	 care	 following	 exposure	 to	
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Violence	 by	 patients	 can	 disrupt	 nursing	 care	 in	 many	 ways.	 An	 individual	 nurse’s	
reluctance	to	engage	in	care	with	an	aggressive	patient	tends	to	place	a	higher	burden	on	




being	motivated	by	 their	 experiences	of	patient	 violence.	 Similarly,	Ros	 et	 al.’s	 (2013)	
study	found	that	a	large	number	of	participants	were	considering	changing	their	careers,	
after	having	weighed	up	the	risks	and	benefits	of	nursing	and	come	to	the	conclusion	that	
little	 was	 likely	 to	 change	 in	 the	 short-term.	 	 Nurses	 who	 have	 felt	 at	 risk	 of	 being	
assaulted	by	a	patient	are	far	more	likely	to	decide	to	leave	nursing	(Gates	et	al.,	2011).	
Roche	 et	 al.	 (2010)	 discovered	 that	 nurses’	 intention	 to	 find	 new	 employment	 was	
strongly	linked	to	the	perception	of	emotional	violence,	rather	than	to	actual	assault	or	
threat	of	violence.	Lanctôt	and	Guay	(2014)	contend	that	workplace	violence	results	in	










state	 and	 private	 healthcare	 centres,	 this	matter	 has	 led	 to	 the	 country	 being	 highly	





and	 for	 the	 health	 care	 system	 more	 broadly.	 The	 health	 care	 system	 devotes	
considerable	time	and	resources	to	training	nurses,	so	to	lose	them	is	costly	on	a	number	
of	 levels	 (Booker,	 2011).	 In	 addition,	 when	 experienced	 nurses	 elect	 to	 leave	 the	
profession,	the	loss	of	their	expertise	directly	affects	the	hospital	they	work	for,	as	well	
as	 having	 an	 indirect	 effect	 on	 the	 nursing	 profession	 as	 a	 whole.	 Previous	 research	
(Chapman	 et	 al.,	 2010;	 Pich	 et	 al.,	 2010;	 Hahn	 et	 al.,	 2012)	 also	 found	 that	 violence	
towards	nurses	may	influence	their	decision	to	resign,	with	not	only	experienced	nurses	












and	 indirect	 cost	 of	workplace	 violence	 could	 be	 quantified,	 this	might	 prompt	more	








to	 protect	 them	 from	 threats	 of	 physical	 or	 verbal	 violence.	 When	 violent	 events	





with	 further	 incidents	of	violence.	The	perception	of	 support	 is	 regarded	by	nurses	as	
crucial	throughout	the	existing	literature,	as	it	decreases	the	negative	attitude	toward	the	




are	 being	 blamed	 or	 punished	 by	 managers	 and	 colleagues	 feel	 unsupported	 and	




nurses	are	 reluctant	 to	 report	patient	violence	because	 they	assume	 that	 they	will	be	
reprimanded	or	blamed	for	the	incident	(Moumtzoglou,	2010;	Gorini	et	al.,	2012).	Clearly,	




them	 to	 feel	 less	 isolated	 (Low	 and	 Lee,	 2015).	 Roets	 et	 al.	 (2018)	 stress	 that	 the	
perceptions	of	 the	workplace	are	directly	affected	by	relationships	with	colleagues,	so	
support	 between	 nurses	 and	 their	 colleagues	 is	 of	 great	 importance.	 Delport	 (2014)	
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suggests	 that	 this	 support	 may	 take	 a	 variety	 of	 forms	 and	 may	 include	 clinical	
supervision.		
Participants	 in	this	study,	affected	by	the	 low	status	of	the	nursing	profession	 in	Saudi	








consider	nursing	 to	be	an	 inappropriate	profession	 for	Saudi	 females	 (Al-Omar,	2004).	
Participants	in	the	current	study	identified	this	as	one	of	the	key	reasons	why	they	had	
scant	 support	 from	 outside	 the	 profession	 when	 experiencing	 violent	 incidents.	
Participants	in	this	study	talked	of	how	social	and	cultural	attitudes	towards	nursing	were	


















in	 religious	obligations	 to	protect	women	and	uphold	 family	honour,	but	 leave	nurses	
feeling	 unable	 to	 discuss	 any	 aspect	 of	 violence	 in	 the	 working	 environment	 with	
members	of	their	families.		
Moreover,	 acts	 of	 violence	 directed	 at	 nurses	 can	 be	 indirectly	 made	 to	 appear	








(2011)	 as	 leading	 to	 scapegoating	 and	 violence	 towards	 them.	 Furthermore,	 gender	
biases	 have	 led	 to	 a	 negative	 public	 perception	 of	 nursing	 as	 a	 profession,	 since	 the	
majority	of	nurses	are	women	(Almalki	et	al.,	2011).	Even	though	improvements	in	the	
public	 perception	 of	 nursing	 have	 occurred	 in	 the	 KSA,	 with	 a	 large	 number	 of	 men	
embarking	 on	 university-based	 nursing	 courses,	 the	 profession	 frequently	 involves	
unsanitary	 duties	 (e.g.	 changing	 	 bedding	 and	 washing	 people)	 and	 continues	 to	 be	
regarded	as	women’s	work	(Lamadah	and	Sayed,	2014).	These	factors	feed	and	sustain	






vigilance	 and	 a	 heightened	 awareness	 of	 personal	 safety	 being	 identified	 as	 the	 key	
learning	points.	Nurses	also	reported	that	they	would	intervene	and	engage	with	patients	







remain	within	 the	workforce	 and	 continue	 to	 provide	 patient	 care	 after	 the	 incident.	
Violence	having	a	positive	impact	is	facilitated	by	nurses	being	able	to	reflect	and	make	
sense	of	their	experiences	through	use	of	psychological	strategies,	such	as	debriefing,	and	
physical	 strategies	 including	personal	 safety	 training,	 resulting	 in	 increased	 feelings	of	










to	 four	 primary	 components,	 namely:	 (i)	 the	 individual,	 (ii)	 the	 organisation,	 (iii)	 the	
population,	and	(iv)	the	environment.	In	each	case,	the	level	of	resilience	is	a	measure	of	
the	capacity	for,	and	extent	of,	recovery	following	a	disturbance.	Burnard	and	Bhamra	






and	 Ayala	 Calvo	 (2012)	 noted	 that	 individual	 resilience	 could	 shield	 the	 nurses	 from	




gained	 professional	 self-assurance	 and	 experienced	 an	 enhanced	 degree	 of	 job	
satisfaction.	Itzhaki	et	al.,	(2015)	note	that	the	idea	of	group	resilience	is	considerably	less	
reported	 in	 the	 literature,	 yet	 traumatic	 circumstances	 can	 affect	 groups	 as	much	 as	






nurses,	Guo	 et	 al.	 (2018)	 and	Van	 Bogaert	 et	 al.	 (2013)	 examined	 the	 key	 impacts	 of	
teamwork	in	mental	health	hospitals	in	terms	of	averting	exhaustion	and	burnout.	The	
findings	 revealed	 that	 teamwork	 among	mental	 health	 nurses	 enhanced	 levels	 of	 job	
satisfaction,	 a	 desire	 to	 continue	 in	 the	 nursing	 profession,	 and	 raised	 the	 quality	 of	
patient	 care.	 According	 to	 Price	 et	 al.	 (2014),	 mental	 health	 nurses	 are	 assisted	 in	
managing	patient	aggression	by	working	as	a	team,	as	the	group	empowers,	supports	and	
protects	 them	during	 threatening	circumstances.	The	present	study	also	 identified	 the	
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potential	 significance	 of	 staff	 resilience	 in	 helping	 mental	 health	 nurses	 to	 manage	
challenging	circumstances.	
Several	 paradoxes	 were	 found	 in	 the	 data	 provided	 by	 participants	 in	 this	 study.	
Participants	 appeared	 to	 not	 be	 able	 to	 readily	 express	 their	 thoughts	 regarding	 the	








this	 to	 an	 extent	 was	 mitigated	 through	 the	 use	 of	 semi	 structured	 interviews,	 as	











In	 this	 study,	 the	 participants	 suggested	 that	 hospitals	 should	 take	 a	more	 proactive	
approach	to	managing	violence	and	initiate	an	education	programme	for	nurses	on	how	
to	communicate	effectively	and	de-escalate	potentially	violent	situations.	In	addition,	the	
participants	 considered	 that	 training	 in	 medication	 management	 and	 providing	
counselling	would	also	be	beneficial.	












safely	 at	 the	 beginning	 of	 their	 careers.	 Key	 elements	 of	 the	 accountability	 and	




knowledge	and	 skills	 they	 can	expect	every	nurse	 to	demonstrate.	 The	KSA	education	












against	 nurses	 at	 the	 workplace	 would	 be	 more	 effectively	 served	 by	 future	 nursing	
curriculums	 that	 communicate	moral	 identity,	 interpersonal	 skills,	 critical	 thinking	and	
relationship-building,	as	well	as	instilling	certain	values	and	attitudes	as	part	of	reflective	
practice.	 Education	 which	 better	 prepares	 nurses	 to	 moderate	 the	 effect	 of	 patient	
violence	 is	more	 likely	 to	 envisage	 it	 as	 something	 that	 can	 be	managed,	 rather	 than	
seeing	it	as	inevitable	and	part	of	the	nursing	role	(Wax	et	al.,	2016).	Gates	et	al.	(2011)	
contend	 that	 improved	 preparation	 leads	 to	 greater	 levels	 of	 self-assurance	 and	 the	







capability	 to	manage	 it.	Those	who	were	adequately	 trained	were	more	prepared	and	
ready	to	deal	with	aggressive	patients	when	it	occurred.	However,	this	was	not	the	case	
for	nurses	who	participated	in	this	study,	as	they	felt	unprepared	for	the	situation.	No	
matter	 what	 the	 diagnosis	 or	 behaviours	 of	 the	 patients,	 participants	 felt	 they	 were	
unable	and	not	well	prepared	to	deal	with	violence	and	said	that	they	felt	‘out	of	control’.	







of	 between	 1-4	 training	 programmes	 gives	 healthcare	 providers	 the	 information	 and	
confidence	 needed	 to	 handle	 aggressive	 patients	 effectively	 (Kynoch	 et	 al.,	 2011;	
Heckemann	et	al.,	2015).	Similarly,	Robinson	(2010)	conducted	research	on	the	value	of	
patient	 aggression	 management	 courses	 in	 the	 acute	 care	 context,	 finding	 that	 such	
programmes	 were	 successful	 at	 equipping	 nurses	 with	 the	 ability	 to	 manage	 patient	
aggression.	 Programmes	 such	 as	 this	 were	 desired	 by	 participants	 in	 this	 study,	 who	
believed	 through	 education	 they	 could	 improve	 their	 ability	 to	 better	manage	 violent	
events.		
	
Gerdtz	 et	 al.	 (2013)	 found	 that	 a	 year-long	 course	 designed	 to	 teach	 professionals	 in	
different	 healthcare	 settings	 how	 to	 address	 and	 manage	 aggressive	 patients	 was	
successful,	 as	 the	 nurses	 who	 completed	 the	 programme	 were	 better	 equipped	 to	




Gillespie	 et	 al.	 (2010)	 reported	 on	 the	 success	 of	 a	 one-day	 aggression	 course	 for	









Despite	 the	 success	 of	 aggression	 management	 training	 programmes	 for	 healthcare	
















illness,	 but	 also	 working	 alongside	 other	 agencies	 and	 family	 members	 to	 glean	
information	about	a	patient’s	history.	When	a	new	patient	is	considered	for	admission,	
the	nurse	should,	therefore,	think	about	how	the	individual	will	affect	the	overall	patient	
group	and	not	 just	how	the	 individual	will	 function	on	the	ward.	 It	may	sometimes	be	
more	 prudent	 to	 move	 a	 patient	 from	 one	 clinical	 care	 centre	 to	 another,	 with	 the	
intention	 of	 re-establishing	 a	 peaceful	 therapeutic	 environment.	 Patients	 who	 have	







1988).	 In	 these	 circumstances,	 aggressive	 behaviour,	 incidents	 of	 reported	 illness	 and	




















as	much	understanding	 of	 patients	 as	 possible.	 This	means	 that	 nurses	 have	 to	 grasp	
precisely	how	they	are	feeling	in	the	present	moment,	and	find	information	on	their	past	
history,	as	well	as	any	experiences	they	may	have	had	of	being	in	prison,	secure	services	
and	how	 they	 coped	within	 the	broader	 community.	Nurses	 should	 look	 at	 each	new	














number	 of	 factors,	 including	 that	 of	 simply	 acknowledging	 or	 defining	 an	 incident	 as	
violent.	For	example,	not	only	did	workload	and	time	pressures	prevent	the	completion	
of	 reports,	but	many	participants	 felt	 that	 the	 lack	of	 feedback	meant	 that	 this	was	a	
pointless	action.	In	addition,	many	participants	felt	that	reporting	was	discouraged	within	
the	 psychiatric	ward	 due	 to	 the	 extremely	 high	 incidence	 of	 violent	 events.	 The	 high	
incidence	and	lack	of	reporting	have	led	to	the	normalisation	of	such	incidents.	A	plethora	




improve	 the	 reporting	of	violence.	 It	 is	vital	 that	nurses	know	that	violence	should	be	
reported,	regardless	of	the	fact	that	it	occurs	so	frequently	in	psychiatry	settings.		
With	regard	to	the	findings	of	this	study,	a	number	of	reasons	emerged	for	non-reporting.	























by	 several	 researchers	 (Sato	 et	 al.,	 2013;	Hogarth	 et	 al.,	 2016).	 The	 lengthy	 reporting	





Reporting	 of	 physical	 and	 verbal	 violence	 in	 hospitals	 is	 seen	 as	 a	 laborious	 process	





hands	 of	 patients	 or	 visitors	 and	 are	 left	 to	 deal	 with	 it	 alone.	 In	 the	 long-term,	 the	
exposure	to	violence	and	the	 lack	of	support	 is	 likely	to	have	a	demotivating	effect	on	
nurses	who	subsequently	might	leave	the	profession.		




such,	 and	 is	 therefore	 useful	 in	 the	 present	 study.	 The	 rationale	 behind	 the	 broken	
windows	 analogy	 is	 that	 an	 environment's	 outward	 appearance	 advertises	 the	 social	
standards	with	respect	to	what	is	or	is	not	considered	to	be	socially	acceptable	conduct	
(Ramacciati	 et	 al.,	 2018).	Moreover,	 this	 conjecture	 intimates	 that	 tolerance	 towards	












incidents	 (Stagg	 and	 Sheridan,	 2010).	 Thus,	 when	 considering	 the	 specific	 form	 and	
seriousness	of	 such	 incidents,	 these	 findings	 suggest	 that	 future	occurrences	 involving	
more	extreme	and	violent	behaviour	could	be	limited	if	verbal	threats	and	bullying	are	
reported.	 The	 core	 prediction	 that	 unreported	 incidents	 lead	 to	 increasingly	 serious	






















were	able	 to	describe	how	 they	used	 these	 skills	 to	mitigate	 the	 threat	of	 verbal	 and	
physical	violence	from	patients.	However,	it	was	also	clear	that	participants	sometimes	
felt	 a	 tension	 created	 by	 the	 fact	 that	 they	 wanted	 to	 gain	 control,	 rather	 than	
empowering	the	patient	to	take	control	of	their	behaviour.	
Similar	to	the	finding	above,	Kynoch	et	al.	(2011)	suggest	some	patients	with	a	risk	of	self-
harm	 or	 aggression	 may	 need	 to	 be	 medically	 sedated	 which	 is	 considered	 the	 last	
treatment	 option,	 only	 used	 to	 protect	 the	 patient,	 nurse	 and	 other	 patients.	 An	
alternative	 to	 chemical	 restraints	 in	 aggressive	 healthcare	 situations	 is	 the	 use	 of	
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While	 some	 employers	 may	 have	 implemented	 policies	 in	 response	 to	 violence	 in	
healthcare	 settings,	 these	 have	 been	 largely	 ineffective,	 as	 violence	 towards	 nurses	
remains	unchanged	regardless	of	increased	awareness	and	administrative	policy	changes	
(Goetz	and	Taylor-Trujillo,	2012).	Furthermore,	Hegney	et	al.	(2010)	discovered	that	the	
implementation	 of	 workplace	 violence	 management	 policies	 did	 not	 result	 in	 less	
workplace	violence,	with	54.5%	of	the	study’s	population	believing	that	the	initiatives	in	
place	were	insufficient.	One	reason	for	the	lack	of	change	in	violence	towards	healthcare	





to	be	anticipated	properly.	 It	 goes	without	 saying	 that	 the	 issue	 is	not	 simply	 cultural	
differences	 in	 the	 perception	 of	 violence,	 but	 rather	 shedding	 light	 on	 the	 factors	
underpinning	those	differences.	The	mechanisms	through	which	perceptions	are	formed	
within	 the	 workplace	 are	 also	 worth	 investigating.	 Different	 types	 of	 social	 learning,	




between	 acceptable	 and	 unacceptable	 behaviours	 within	 their	 workplace.	 Any	
investigation	of	 this	 topic	must	begin	by	 addressing	how	 the	 social	 learning	of	nurses	







the	participants'	 personal	 experience	of	 violence.	Moreover,	 as	 shown	 in	 Figure	5,	 an	







While	participants	 in	 the	present	 study	described	both	physical	 and	verbal	 abuse,	 the	
most	challenging	form	of	frequently	experienced	abuse	is	verbal	abuse,	with	the	majority	
of	participants	 regarding	 it	 as	 an	 integral	 aspect	of	 their	work.	Moreover,	 it	 has	been	
noted	that	both	verbal	and	physical	violence	frequently	arise	from	repeated	behaviours	




that	are	 frequently	 linked	with	 the	occurrence	of	violence	 in	 the	workplace	may	have	
contributed	to	a	continued	lack	of	investigation	into	this	form	of	abuse.	
The	precipitating	elements	underpinning	violence	in	the	workplace	include	the	culture	of	









patient	 (Bentley	 et	al.,	 2014;	 Laschinger	 et	al.,	 2014).	Boomer	and	McCormack	 (2010)	
describe	culture	as	the	underlying	concept	of	how	things	are	done	at	the	individual,	group	
















importance	 of	 not	 underestimating	 the	 influence	 of	 personality	 traits	 upon	 the	






with	 the	nursing	 staff	becoming	 the	precursors	and	 triggers	of	 violence	 (Itzhaki	 et	al.,	
2015;	Spector	et	al.,	2014).	In	the	context	of	mental	healthcare,	Hallett	et	al.	(2014)	list	
several	work-related	aspects	that	can	raise	or	lower	the	chance	of	exposure	to	violence,	
including;	 form	 of	 employment,	 the	 specific	 care	 setting,	 working	 conditions	 and	
activities,	number	of	working	hours,	understaffing	coupled	with	excessive	workload,	and	









with	 respect	 to	 nursing	 practice.	 Participants	 engaging	 in	 this	 research	 claimed	 the	
institutional	 culture	 in	which	 they	worked	was	dominated	by	blame	 in	 the	psychiatric	
ward.	Jacobowitz	(2013)	stresses	the	need	for	support	in	the	form	of	prompt	interviewing,	
training	 to	 develop	 advanced	 coping	 skills	 and	 routine	 meetings	 aimed	 at	 fostering	





















physical	 updates	 towards,	 and	 the	 practice	 of,	 vocational	 and	 continual	 education.	 In	
addition,	 the	 findings	 of	 this	 research	 highlight	 the	 importance	 of	 therapeutic	
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nurses	 are	 known	 for	 underreporting	 these	 events.	 Patient	 violence	 can	 involve	 both	
physical	 and	 psychological	 damage,	 as	 well	 as	 having	wider	 implications	 for	 patients,	
nurses	and	organisations.	The	personal	effects	of	violent	incidents	on	nurses	include	fear,	







female	 psychiatric	 settings	 in	 a	 Saudi	 hospital	 context,	 and	 the	 following	 sections	will	
summarize	 the	main	 findings	of	 the	research,	discussing	the	extent	 to	which	the	main	












used	 for	 collecting	 data,	 which	 were	 later	 transcribed	 verbatim	 by	 the	 researcher.	 A	















the	 legal	 rights	 of	 nurses	 to	 defend	 themselves	 in	 verbal	 or	 physical	 altercations	 and	
nurses	must	be	provided	with	adequate	training	to	deal	with	such	events.	Management	
and	 hospital	 administration	must	 be	 aware	 of	 their	 legal	 requirement	 to	 offer	 a	 safe	
working	environment	and	make	decisions	accordingly,	discounting	any	notion	of	violence	
being	something	that	will	always	be	part	of	mental	health	care.	
Findings	 from	 this	 research	 also	 identified	 a	 low	 level	 of	 support	 for	 nurses	 from	
colleagues,	the	organisation	and	family,	following	patient	violence.	Data	collected	related	
to	the	lack	of	support	is	concerning,	as	this	appeared	to	be	associated	with	the	tendency	





was	an	 important	 finding	 in	 this	 study.	There	 is	a	need	 for	 robust,	universal	 reporting	
















theme,	 'The	determination	of	 violence',	 relates	 to	 the	 second	objective	 by	 identifying	
factors	that	female	nurses	believe	increase	the	likelihood	of	female	patient	violence.	This	
included	 personal,	 workplace	 and	 socio-cultural	 factors	 which	 have	 the	 potential	 to	
initiate	patient	violence	in	psychiatric	wards.	The	third	and	fourth	themes,	which	were	




The	 aim	 of	 this	 qualitative	 study	 was	 to	 add	 useful	 findings	 to	 the	 existing	 body	 of	
knowledge	 regarding	 patient	 violence	 within	 the	 KSA	 context,	 by	 encouraging	 nurses	
working	in	female	acute	psychiatric	settings	to	share	their	experiences.	The	current	thesis	
provides	findings	useful	 to	nurses,	educators	and	organizations	who	have	 involvement	







This	 study	 identified	 psychotic	 types	 of	 mental	 illness,	 and	 nurses	 having	 to	 impose	
restrictions,	 such	 as	 refusing	 patients	 leave	 from	 the	ward	 area,	 as	 individual	 factors	
relating	 to	 violent	 or	 aggressive	 behaviour.	 Other	 factors	 believed	 to	 incite	 patient	
violence	 included:	 relationship	 factors,	 encompassing	 nurse	 patient	 interactions	 or	
patient	to	patient	interactions;	and	environmental	factors	such	as	limited	physical	space	






























staff	within	the	Saudi	context	and	how	 it	 influences	their	decision	to	 leave	the	clinical	
field.	 A	 number	 of	 studies	 have	 examined	 patient	 violence	 and	 its	 effect	 on	 job	






















the	 socio-cultural	 attitudes,	 account	 for	 the	 reaction	 and	 low	 levels	 of	 support	 the	









only	 because	 the	 nurses	 have	 low	 status	 in	 Saudi	 society,	 but	 also	 because	 of	 the	
competitiveness	which	exists	between	doctors	and	nurses,	the	former	being	dominated	
by	men.	















Based	 on	 the	 findings	 and	 the	 discussion	 presented	 in	 this	 thesis,	 the	 following	
recommendations	for	future	research	are	outlined	in	this	section:	
1. Studies	undertaken	 in	 the	 future	regarding	the	experiences	and	 implications	of	
patient	 violence	 could	 have	 a	 wider	 scope,	 covering	more	 psychiatric	 hospital	
departments	in	regional	public	hospitals	in	order	to	build	a	more	cohesive	national	
picture	 in	 the	 KSA.	 This	 would	 help	 elicit	 why	 violence	 occurs,	 the	 impact	 on	
nurses,	their	family	and	wider	society,	and	what	policies	could	be	introduced	to	
address	this	problem.	
2. In	 addition,	 further	 research	 could	 be	 undertaken	 in	 general	 wards	 in	 Saudi	
hospitals,	particularly	where	there	are	high	stress	levels	(e.g.	emergency,	intensive	


















1. For	 mental	 health	 care	 to	 be	 successful,	 it	 should	 be	 based	 on	 therapeutic	
relationships	 which	 facilitate;	 accurate	 diagnoses,	 treatment	 plans,	 and	
appropriate	interventions	(Priebe	et	al.,	2011).		Early	recognition	and	evaluation	
of	the	risk	of	violence,	together	with	the	establishment	of	empathic,	therapeutic	
relationships	 involving	clear	 communication	on	 the	part	of	nurses,	may	 reduce	
violent	events	(Cornaggia	et	al.,	2011;	Richmond	et	al.,	2012).	 In	addition,	clear	
communication	 should	 be	 the	 responsibility	 of	 all	members	 of	 the	 health	 care	




2. The	 present	 study	 findings	 demonstrate	 the	 significance	 of	 increasing	 an	
individual’s	resilience,	developing	a	sense	of	group	cohesion,	and	the	importance	






staff	 with	 skills	 that	 promote	 good	 communication,	 collaboration	 and	 coping	
strategies	that	avert	or	decrease	stress	at	work.		
4. In	 addition,	 the	 resilience	 of	 nurses	 working	 in	 psychiatric	 settings	 can	 be	
enhanced	by	 introducing	 training	protocols	 centred	on	 strategies	 for	managing	
patient	 violence	 and	 promoting	 the	 psychological	 and	 physical	 health	 of	 the	
nurses.	Hence,	the	provision	of	regular	training	programmes	is	essential	to	enable	
nursing	 staff	 to	 circumvent	 or	 cope	 with	 violence	 in	 mental	 health	 facilities,	
thereby	upholding	the	security	and	well-being	of	staff	and	patients	alike.	


































to	 the	 occurrence	 of	 violence,	 since	 there	 needs	 to	 be	 enough	 space	 for	
therapeutic	endeavour	between	staff	and	patients	(Fasanya	and	Dada,	2016).		
2. Changes	 to	 communication,	 collaboration	 and	 support	 mechanisms	 to	
improve	quality	of	patient	care,	as	well	as	the	working	environment,	could	be	
implemented	 in	 order	 to	 increase	 work	 satisfaction	 and	 reduce	 nurse	 and	
patient	stress	which	could	subsequently	limit	patient	violence.				
3. A	 recurrent	 theme	 for	 those	 participating	 in	 this	 study	was	 their	 need	 for	
support	after	an	incident	of	patient	violence.	This	involved	looking	for	informal	
support	 through	 family	 and	 friends,	 nurse	 administration.	 Therefore,	 a	
supportive	team	is	vital	for	safe	nursing	practice,	and	is	a	source	of	support	
that	would	be	appreciated	by	frontline	staff	(Wilson	et	al.,	2011).	
4. Nurses	 having	 to	 ensure	 their	 personal	 safety	while	 also	 delivering	 patient	




5. Organisations	 should	 provide	 nurses	 with	 effective	 user-friendly	 reporting	
systems	for	patient	violence.	
6. Organizations	 need	 to	 attempt	 to	 instigate	 a	 cultural	 shift,	 from	 one	 that	








injury	 or	 trauma.	 Support	 of	 those	 affected	 by	 patient	 violence	 should	 be	
made	 mandatory	 with	 National	 guidelines	 being	 available	 to	 ensure	
appropriate	responses	towards	patients	and	healthcare	workers	alike.	
8. It	 is	 the	responsibility	of	organisations	to	ensure	policies	 for	the	prevention	
and	management	of	violence	are	in	place	and	relate	to	best	practice	guidelines	
(Clerc	et	al.,	2011).	To	maintain	a	substantial	level	of	policy	uptake,	suitable	




suggests	 that	 there	 is	 a	 need	 for	 inter-professional	 collaboration	 and	
teamwork	across	healthcare	workers.	This	type	of	cooperation	could	result	in	
many	benefits	for	all	involved,	such	as	higher	workplace	morale,	increase	job	
satisfaction,	 improved	 the	 quality	 of	 care	 and	 produce	 healthy	 working	
environment	 (Pasarón,	 2013).	 	 For	 these	 collaborations	 to	 be	 effective,	
structures	need	to	be	in	place	to	facilitate	it,	and	allow	the	teams	to	meet	and	
appraise	 their	 collaborative	 status,	 and	 assess	 the	 standards	 they	 have	 in	
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place,	 all	 the	 time	 being	 educated	 on	 collaboration	 and	 communication	
between	professionals.		
7.6	Recommendations	for	Nurse	Education	in	KSA		




these	 events,	 as	 a	 victim	 as	 well	 as	 a	 third	 person	 (witness)	 (Powley,	 2013).	
















4. As	 there	 is	 a	 relatively	 high	 chance	 of	 personal	 and	 organizational	 impacts	
resulting	 from	 patient	 violence,	 risk	 of	 burnout	 and	 job	 stress	 should	 be	
considered	important	practice	issues,	as	well	as	the	effects	these	violent	incidents	
have	on	quality	of	care	provided	by	nurses.	The	provision	of	support	strategies	in	
nursing	 education	 are	 crucial	 if	 this	 matter	 is	 to	 be	 a	 priority.	 Additionally,	
managers	could	provide	protected	time	and	assistance	for	staff	development.		
In	summary,	the	significant	number	of	violent	incidents	many	nurses	are	exposed	to	every	




are	 established.	 The	 participants	 in	 the	 current	 study	 suggested	 those	 working	 in	 a	
hospital	management	role	must	operate	 in	 line	with	workplace	policies,	enforcing	and	
activating	existing	policies;	 being	accountable	 for	 the	 control	of	 violent	 situations	and	
taking	action	based	on	such	policy	in	situations	of	verbal	or	physical	violence.	Moreover,	










of	 the	 study's	 participants,	 who	 were	 taking	 part	 of	 their	 own	 free	 will,	 and	 were	
comfortable	in	sharing	their	experiences	with	me,	describing	the	latter	at	a	given	moment	
in	 time.	 Whilst	 participants	 were	 able	 to	 pinpoint	 and	 describe	 workplace	 violence	
incidents	 they	had	encountered,	 individuals	who	were	not	comfortable	discussing	 this	
topic,	 or	 did	 not	 want	 to	 take	 part	 in	 the	 research	 may	 have	 offered	 a	 different	
perspective	(Noble	and	Smith,	2015;	Roulston	and	Shelton,	2015).	Likewise,	the	problem	












with	 the	 ethos	 of	 qualitative	 research,	 this	 enabled	 me	 to	 carry	 out	 interviews	 with	
participants	on	a	face	to	face	basis	and	to	audio-record	these	for	accuracy.	In	addition,	I	
transcribed	 the	 interviews	 directly.	 As	 a	 result	 of	 these	 activities,	 I	 was	 completely	
immersed	in	the	data	process,	collecting,	transcribing	and	analysing,	through	which	the	
quality	of	the	data	was	maximised.		
Concentrating	 on	 a	 single	 hospital,	 an	 in-depth	 qualitative	 study	 could	 be	 achieved,	










and	to	create	a	clear	understanding	of	 these	events.	 In	doing	 this,	 the	key	aim	of	 this	
















This	 helped	 me	 establish	 the	 thematic	 content	 without	 solely	 relying	 on	 my	 own	












To	 date,	 research	 has	 shown	 a	 consensus	 that	 men	 are	 mainly	 responsible	 for	 the	
violence,	 particularly	 if	 they	 come	 from	 a	 patriarchal	 society,	 and	 this	 often	 blights	
working	in	the	health	sector	(Kamchuchat	et	al.,	2008;	Tarar	and	Pulla,	2014).	As	far	as	I	
can	 determine,	 this	 is	 the	 sole	 research	 study	 which	 focuses	 on	 female	 patients,	
demonstrating	 how	 they	 can	 be	 aggressive	 towards	 female	 nurses	 in	 the	 KSA.	
Additionally,	 it	 is	 interesting	 to	 note	 that	 few	 participants	 could	 find	 any	 positive	
outcomes	to	workplace	patient	violence,	and	yet	some	nurses	did	see	positive	aspects			
when	a	period	of	time	had	elapsed	after	the	violent	incident.	The	positive	outcomes	which	






The	 study	 set	 out	 to	 explore	 the	 actual	 experiences	 of	 psychiatric	 nurses	 who	 have	
encountered	patient	 violence	and	aggression	 in	 the	workplace.	 I	 decided	 to	employ	 a	





patient	 violence	 and	 I	 have	 also	witnessed	 some	 aggressive	 behaviour	 toward	 nurses	
during	my	 practice	 placement	 on	 a	 psychiatric	 ward.	 For	me	 this	 was	 unsettling	 and	
stressful,	and	I	believe	such	violence	often	leads	female	nurses,	particularly	those	working	
in	 psychiatric	 care	 in	 the	 KSA,	 to	 abandon	 their	 careers.	 I	 also	 considered	 leaving	 the	
profession.	
As	 soon	 as	 nurses	 become	 qualified,	 they	 find	 themselves	 taking	 on	 a	 range	 of	





















under-represented	 in	 the	 literature,	 and	 quite	 different	 factors	may	 shape	 Saudi	 and	





















interviews	 I	 conducted,	 the	more	 I	became	aware	 that	 the	 interviewees	 felt	 that	 they	
were	 discussing	 a	 sensitive	 issue	 related	 to	 one	of	 their	 previous	 bad	 experience	 and	





nurses	 from	 one	 hospital	 in	 the	 KSA.	 I	 chose	 to	 use	 the	 semi-structured	 interview	
approach,	since	this	allows	for	participant-led	responses	and	makes	up	for	my	relative	
inexperience	 in	 conducting	 research.	 Before	 starting	 the	 interviews,	 I	 revised	 my	
interview	 guide	 a	 number	 of	 times,	 and	 tried	 them	 out	 on	 friends.	 The	 interviews	








word	 had	 to	 be	 transcribed	 and	 could	 have	 a	 specific	 meaning.	 I	 used	 open-ended	
questions,	in	order	to	allow	for	follow-up	questions	and	examination	of	inquiry	that	were	
significant	 to	 the	 individual.	 I	 did	 find	 coordinating	 the	 interviews	 significantly	 more	
complex	than	I	had	first	anticipated.	











































At	 the	 beginning,	 I	 found	 this	 extremely	 difficult,	 and	 however	 carefully	 I	 tried	 to	
acknowledge	and	put	aside	my	own	experiences	working	as	a	psychiatric	nurse,	and	as	









finishing	my	 studies	 and	 to	 continue	 researching	 patient	 violence	 towards	 healthcare	
professionals	 and	 suggest	 improvements	 which	 could	 be	 implemented	 to	 tackle	 this	



















































specifications.	 In	 order	 to	 comply	 with	 the	 university	 requirements,	 I	 found	 myself	
























and	 never-ending	 task.	 My	 experience	 of	 writing	 a	 thesis	 has	 taught	 me	 to	 rely	 on	
determination,	hard	work,	excellent	time-management	and	prayer.	On	a	practical	note,	I	






























I	will	 continue	 to	push	myself.	 I	 am	not	 someone	who	always	pushes	myself,	 but	 this	





which	areas	of	 the	project	were	well	 argued	and	 constructed,	 and	which	parts	of	 the	
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Hospital.	As	a	psychiatric	nurse	you	are	 in	an	 ideal	position	to	give	provide	valuable	 first	hand	
information	from	your	own	perspective.	





will	 be	 presented	 through	 aggregated	 data	 and	 no	 identifying	 details	 will	 be	 given	 for	 either	
individual	staff	or	institutions	who	agree	to	participate	in	the	study.	
There	 is	no	compensation	 for	participating	 in	 this	 study.	However,	your	participation	will	be	a	






































inpatient	 acute	 psychiatric	 units	 in	 KSA,	 encompassing	 how	 the	 short	 and	 long-term	 effects	 of	
workplace	violence	impacts	on	nurses.	The	study	is	designed	to	be	of	relevance	to	a	wide	audience:	


































































































If	 you	 are	 willing	 to	 take	 part	 I	 would	 like	 to	 meet	 with	 you	 to	 discuss	 the	 study	 and	 answer	 any	





























































We	 are	 doing	 some	 research	 in	 KSA	 into	 patient	 violence	 against	 nurses,	
particularly	those	who	work	in	acute	care	in-patient	psychiatric	units.	We	are	
























2. How	 many	 incidents	 of	 patient	 violence	 against	 yourself	 have	 you	








8. 	Do	you	have	any	 thoughts	about	how	the	patient	 felt	once	 the	 incident	was	
over?	
9. 	From	your	 earlier	 acquaintance	with	 the	patient,	were	 you	 aware	 that	

































The researcher asks these question with the interviewer to get a whole idea 
about  the situation: 
First, What do you understand by the term, 'patient violence'? 
Well, it is understood by the "patient violence" term as it is referring to a 
patients’ negative thought about hospital and healthcare team and their desire 
to express it using words or body parts .  
Regarding  the number of incidents,  How many incidents of patient 
violence against yourself have you experienced?  And describe each 
individual incident and the type of violence you faced, Please? 
 Basically I have experienced physical violence from patient as will as from 
patient themselves, the last one I remember come from a female patient. 
That's fine, could you describe this incident in your own words. Include 
how the event occurred, what was said and by whom, and the type of 
incident Please? 
 The way how the incident took place, the patient was very cooperative and 
understood  what I said to him in all previous occasion, however, on one 
occasion I accompanied her to a radiology appointment, and she attempted to 
escape. I  held her hand and prevent her from escaping, and we returned to the 
psychiatric ward, where she began to shout at me, telling me that I had 
prevented her from gaining freedom, and that she does not like me and hates 
me. From this incident, she would shout at me continuously and use bad 
words. One day she came to me to complain about the other nurses in the 
ward, and walked with me for few minutes. She suddenly attacked me and 
held my Hijab against my neck. She was very strong, and I felt dizzy and loss 




Would you mind telling me how did the incident conclude? 
 The incident actually concluded when one of the other patients in the ward 
saw what was happening and tried to help me, and shouted for the other nurses 
in the ward to save me. 
Simply, can you identify any cause(s) that might have led to the event? 
 
 I think, I spot a certain cause which led to the event;  asked the patient what 
had caused her to do this, and she told me that she had liked me, but when I 
prevented her from escaping she began to hate me. She told me like other 
nurse deal with her as prison and she did not like to be at the word. 
 
 
Well, what about the specific factors that might have triggered the 
incident? 
 
Accordingly, there are a few factors triggered it such as 
• The patients do not like each other and there are some problems between 
the patients themselves	especially with different type of patient in limited 
space.Morever,	There are no activities or program for patient and this made 
them feel bored  
Could you clarify this factor? 
The patients themselves are  in continus fighting and bulling, the tried to hit 
each other, this make them in angry state all the time, this is in part due to 
high number of patent in small word. 
 
That is fine , what else? 
• Some patients think that there are other patients and nurses do evil towards 
them, and start to fight. 
Clarify this please? 




Ok that is fine what else? 
• Some patients do not like the hospital policies and visiting hours, and they 
express this in the form of violence. 
Furthermore, some patients do not like the sleeping and waking hours, and 
they express their anger violently.  
That's great, will you describe your feelings once the incident was over, 
please? 
 As soon as the incident was over, I hated myself for being in that situation, 
and hated nursing and the hospital at that time. Yet, I constantly felt scared 
and unsafe all the time. I spend less time with patients, it really affedct 
carrying out my nursing role. 
Could you talk more about the effect  this event? 
I realy want to quit the job, my family encourage me to leave nursing, but 
because I like to help others, I am still here 
Of course, there may be some thought, do you have any thoughts about 
how the patient felt once the incident was over? 
Honestly, I experienced  many thoughts jumping in my head after having seen 
the patient laughed and was very happy, and she repeated that she would 
continue hitting me until I leave the ward. 
Well, from your earlier acquaintance with the patient, were you aware 
that his/her aggression was likely to be activated by certain triggers?  And 
if so, please describe how these were.  
Upon being well-acquainted,  I considered the patient was not aggressive 
towards other patients rather being  solely aggressive towards me. So this is a 
personal thing not related to her mental disease 
In your opinion, do you know if the patient had a previous history of 
aggression or was known to be at risk of aggressive behavior?  
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Let me put it this way, when looking into the patient's history, I can assume 
she had a previous history of violence. It is been reported that she attacked her 
mother and father with a knife. 
 That's great! Will you share the patient's diagnosis with us Please? 
I see the patient is suffering from Schizophrenia. 
 
During the incident, were you afraid?  If so,  which statement describes 
your fear, Please rate your level of concern: 
1.The incident did not affect me emotionally 
2.I experienced low grade fear/anxiety 
3. I experienced moderate fear/anxiety 
4. I experienced high fear/anxiety 
5.I experienced very high/extreme fear/anxiety 
Due to the fear, I would rate my level of being  concerned, experienced 
extremely anxious.  
Back to the patient, do you know if the she made any complaint about the 
incident and/or complained of pain afterwards?  
The matter the fact she did not make any complaint, and she did not express 
her hate against me again, either. 
 About sharing the experience, have you felt able to share your experience 
of this incident with anyone else?  If so, how did this happen (e.g. did you 
seek them out? Was this a friend or colleague? Did you speak to your 
manager? Other?) 
Generally speaking,  I did speak to my mother about this incident since I 
needed to talk to somebody other than my colleagues, as well as I do not like 
to talk with my colleagues as I feel this  may get the situation worse.  
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Why you did not do that? 
The nurse her will start laughing and blame me for this case 
Let me ask you about the time at which the incident take place, day/night? 
 According to the time that incident was taken place, it was during the 
afternoon. I did not want to work night anymore after this incidence, I began 
to look for a day shift 
When the incident took place, how many staff were on duty in the same 
area? 
And there were five nurses at the time of the incident.  
Immediately following the incident, how do you feel you were affected? 
Has it altered your personality or your personal approach to your 
work/patients? Then, has the immediate impact lessened over time? and 
can you describe what you feel the longer term impact might be? 
After the incident was over as we used medication to control the patient, I was  
affected very badly, particularly with regards to the lack of psychological or 
financial support from the hospital administration for the shock I experienced 
during the attack. This is why I feel scared and unsafe all the time, as I expect 
to face an attack at any stage, and there are no safety procedures available in 
the hospital. 
Through my work, I have learned how to deal with this difficult situation, and 
how to avoid problem and aggression. I could be sure that the patient is cute 
and innocent but there some situations that make them aggressive. Mostly, the 
violence is the result of their negative thoughts developed by their disease. 
Still, working in the psychiatric ward gave me the patience for dealing with 
people. However, I think I will retire early  I feel exhusted by workload , 
unrespect and vilnvce atack this ward as this work is very stressful and scary.  
Last but not least, would you share with us any suggestions you may have 
about how these violent incidents could be minimized, if not eliminated? 
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I am pleased to share other with the following suggestions, and hope they can 
make a change in minimizing and/or eliminating such those incidents: 
• To have more specialist psychiatric nurses as they are better trained to deal 
with those patients. It is very difficult as general nurse to deal with 
psychiatric patients, and this increased my fear and stress. Moreover, 
psychiatric medicine is very difficult, and nurses need more training to be 
confident in dealing with the patients. 
• Improving the hospital safety procedures is very important. 
To provide an after-care program for nurses who have experienced a violent 
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